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ADDRESSES MADE AT THE UNVEILING OF DR. McCAIN’S PORTRAIT 
PANEL DISCUSSION ON OBSTETRIC HEMORRHAGE 


UALITY BEGINS WITH CRUDE MATERIALS 


All crude materials received at the Lilly 
Laboratories, from whatever source, must meet 
exacting specifications before acceptance. 

First they are inspected macroscopically, and 
representative samples are taken for detailed 


analysis. Only after issue of a clean 


“bill of health” from the botanist or chemist 
are crude drugs placed in stock to await 


manufacturing orders. 


ELA LIELY AND COMPANY, INDIANAPOLIS ENDIANAL UlS. AL 
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even after 40, a woman’s work is never done... 


Dishes, dustpans, a thousand details...the three ‘‘d’s’’ of 

household drudgery...are challenge enough ct any age, 

but a stack of dinner dishes can look mountain high to the 

woman in the menopause. This is a disquieting aspect of the 

daily life of such patients that physicians can bring into prope: 
perspective with “Premarin.” 

“Premarin” therapy, it has been found, has in it a certain “plus” 

that produces a sense of well-being in most women. “Premarin” quickly 

relieves the symptoms of the menopause. It is orally active, and is rapidly 


absorbed from the intestine. 


While sodium estrone sulfate is the principal estrogen Co 
in “Premarin,” other equine estrogens...estradiol, PY 
equilin, equilenin, hippulin...are probably also pres- 
ent in varying amounts es water soluble conjugates. 


ESTROGENIC SUBSTANCES (WATER SOLUBLE) 
also known as CONJUGATED ESTROGENS (equine) 


Ayerst, McKenna & Harrison Limited 22 Last 40th Street, New York 16, New York 
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A Sanitarium for Rest under Medica) Supervision, and Treatment of Nervous 
and Mental Di Alcoholi and Drug Addiction. 


The Vineblut! Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful clima 

Ample facilities are afforded for recreational and eS therapy, particularly out- 


of-doors, 

Special stress is laid on psychotherapy. An eftort is made to help the patient arrive at 
an understanding of his life problems: and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 


physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff£ Sanitarium, Pinebluft, N. C. 


Malcolm D. Kemp, M.D. Medical Director 
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With sincere appreciation of the cordial relationship we have 
enjoyed through the past Veal, we palise Jay thanks, 
Vou a New Year Alled wth happiness and prosperity, 

Wee look forward to serving vou tn 1YZY in the same 


friendl Way. 


fiappy New Year & 


Winchester Surgical Supply Co. 
106 East 7th Street Fel 2-4109 Charlotte, N. C. 


inchester @ 


“CAROLINA S’ HOUSE OF SERVICE” 


Winchester-Ritch Surgical Co. 
Greene St. Tel 5656 Greensbdro, 
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“Exclusively for Alcoholism” 


STAPLES MILL ROAD 7 


LOMBARDY ST. 

U.S.HIGHWAY NO.1 
TRAFFIC TO _ANO 
FROM THE NORTH 


R 


70 CHARLOTTESVILLE TINY TOWN 
it RECREATION CENTER CAPITOL 
SQUARE 
IS LOCATED APPROX/MIATELY 
5% MILES WEST OF THE a 
CITY LIMITS ~/N A QUIET 
AND BEAUTIFUL SECTION 5’ 
OF THE CITY. Pa A 
LEE BRIDGE 
NO.1 £5 
JRAFFIC TO AND 
FROM THE SOUTH 


BROAD STREET SANITARIUM 


“Specializing in the treatment of alcoholism by the conditioned reflex aversion method” 


CHARLES G. YOUNG, M.D. VIRGIL JOHNSTON 
Medical Director Managing Director 


5 miles west of city limits on 
Broad St. Road Tele. 6-1556 Richmond, Va. 
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Discussing the general treat- 

ment of low back pain ina 

recent article, an orthopedic 

surgeon* comments on sup- 

ports (among other items) as 

follows: “The second remedy 

tried by time is further rest 
provided by support after the to-Stocky Type of Build 
patient gets out of bed. Various 

corsets, braces, and casts have 

been used and the one criterion 

is that they be well fitted and 

do the work intended.” 


The Camp lumbosacral support (illustrated) fits down over the gluteal 
region and restricts the motion of the pelvic and lumbar joints. The 
lower adjustment following about the major portion of the pelvic girdle 
is a prime factor in relieving the weight-bearing joints of the lower spine. 


The support lends itself readily to reinforcement with the Camp spinal 
brace (illustrated). The brace is made of spring steel and comes in 
varying lengths — twelve, fourteen, sixteen, and eighteen inch lengths. 
Aluminum uprights and pads are also provided by Camp for reinforce- 
ment of orthopedic supports. 


Camp fitters are trained and supervised by nurses and instructors. 


*Hugh T. Jones, M.D. 
Low Back Pain from the Orthopedic Stand point 
California Medicine 
Vol. 68, February, 1948 


S.H. CAMP and COMPANY + JACKSON, MICHIGAN 
World's Largest Manufacturers of Scientific Supports 
Offices in New York * Chicago * Windsor, Ontario * London, England 


| CAMP SUPPORTS for the LOW BACK 
mw 


by far the most potent 
ORAL ESTROGEN 
available clinically 


In exceedingly minute doses—as little as 0.02 mg. 
(1/3200 gr.) daily—EstinyL* maintains 

the average menopausal patient free of 
symptoms. Even when initiating therapy 

and in the more severe cases, unusually 

small dosage—measured in hundredths 

of a milligram—has been found effective. 


(ETHINYL ESTRADIOL) 


EstTINyL, a derivative of the ovarian follicular 

a hormone, estradiol, evokes the sense of well-being 
characteristic of natural hormone therapy. It 

acts rapidly, often completely controlling climacteric 
symptoms within a few days. In therapeutic 

dosage side effects are notably infrequent. Unique 

response to minimal dosage permits effective 

estrogen therapy at low cost to patients. 


DOSAGE: One Estinyi Tablet (0.02 mg.) or one teaspoon- 
ful of EstinyL Liguip (0.03 mg.) daily, may be prescribed, 
reducing dosage as symptoms subside. 
ESTINYL Tablets, 0.02 (buff) or 0.05 mg. (pink), in bottles 
of 100, 250 and 1000. 
ESTINYL Liguip, 0.03 mg. per 4 cc. (teaspoonful), in bottles 
of 4 and 16 oz. 

*® 


CORPORATION +» BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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The incidence of mild protein deficiencies in 

children, predisposing toward infections and 

edema, is reported'* much greater than 

generally realized. Infant and adolescent 

requirements—not only for tissue repair 

and maintenance, but also for growth— 

are much higher than in adulthood.’ To 

insure adequate protein intake in infancy, 

rity YUN i Dryco — Borden's high-protein infant food 
vol’ —is ideally suited as a basis for formula 
ond in Vitamin bY building. It furnishes all the essential 
amino acids. \ts low fat content minimizes 

gastro-intestinal upsets due to fat intolerance, 

while its intermediate carbohydrate content 

lends itself for prescription with or without added 

carbohydrate. Quickly soluble in cold or warm 

water, DrYCO contains adequate vitamins 

A. B,, B, and D, plus essential milk minerals. 


References: 1. Dodd. K. and Minot, A.S.: J. Pediat.,8:442, 1936. 
2. Dodd. K. and Minot, A.S.: J. Pediat., 8:452, 1936. 
3. Sahyun, M.: Am. J. Dig. Dis., 13:59, 1946, 


BORDEN'S PRESCRIPTION PRODUCTS DIVISION 
350 Madison Avenue, New York 17, N. Y. 


In Conada write The Borden Company, Limited 
Spadina Crescent, Toronto. 


DRYCO is made from spray-dried, 
pasteurized, superior quality whole 
milk and skim milk. Provides 
2500 U.S.P. units vitamin A 

and 400 U.S.P. units vitamin 

D per reconstituted quart. 

Supplies 311 calories per 
tablespoon. Available 

at all drug stores in 1 

and 21/3 lb. cans. 


2 Custoon Formula’ 
High fant Trod 
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PROVE CAMEL 


Test for yourself 
what throat specialists 
reported when a 30-day 
smoking test revealed: 


“NO THROAT 
IRRITATION 


due to smoking 


CAMELS!” 


MAKE YOUR OWN 30- 
DAY CAMEL MILDNESS 
TEST. Smoke Camels, and 
only Camels, for 30 days. 
Prove for yourself how mild 
Camels are! 

Hundreds of men and 
women, from coast to coast, 
recently made a similar test. 
They smoked an average of 
one to two packs of Camels a 
day for 30 days. Their throats 
were carefully examined by 
throat specialists. And after a 
total of 2470 examinations — 
these throat specialists re- 

; | ported “not one single case of 
R. J. Reynolds Tobacco Co., Winston-Salem, N.C ks throat irritation due to smok- 
ing Camels!” 


a tng to Nationwide survey: But prove it yourself ...in 
your “T-Zone” (T for Taste 


and T for Throat). Let YOUR 
MORE DOCTORS SMOKE ¢ OWN _ TASTE tell you about 
rei the rich, full fl f Camel’ 
CAMELS THAN ANY choice Lee YOUR 
4 OWN THROAT give the 
OTHER CIGARETTE i 3 good news of Camel’s cool, 

: cool mildness. 


Doctors smoke for pleasure, too! And when 
three leading independent research organiza- 
tions asked 113,597 doctors what cigarette they 
smoked, the brand named most was Camel! 


VII 
| 
MES 


OFFICERS January, 1949 
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FOR MEMBERS OF THE MEDICAL SOCIETY 
OF THE STATE OF NORTH CAROLINA 


THIS COULD HAPPEN TO YOU!! 


The following claims are typical cases taken from our record of claims 
paid North Carolina Physicians. Approximately $40,000.00 has been paid 
disabled members of the North Carolina Medical Society during the past 
twelve months. 

Dr. A — Asheville—Tuberculosis—$2,600.00 

Dr. B — Reidsville—-Sarcoma—$2,600.00 

Dr. C — Thomasville—Angina—$935.00 

Dr. D — Raleigh—Coronary—$2,600.00 

Dr. E — Raleigh—Cyst and Hernia—$542.86 

Dr. F — Charlotte—Bronchitis—$592.86 

Dr. G — Winston-Salem—Depression—$2,600.00 

Dr. H — Winston-Salem—Arthritis—$650.00 

Dr. | —- Durham—Cystic Disease of Lung—$535.72 
Dr. J — Elm City—Arthritis—$2,600.00 

Dr. K — Goldsboro—Tuberculosis—$1,600.00 

Dr. L — Salisbury—Heart Disease—$2,000.00 

Dr. M— Charlotte—Cerebral Thrombosis—$1,850.00 
Dr. N — Chadbourn—Coronary—$1, 150.00 

Dr. O — Asheville—Cardiac Disease—$900.00 


If you are not already insured under the Plan, we urge you to get full 


particulars today. 
$216.00 per month if disabled. 
$5,000.00 accidental death, or 
dismemberment. 
Annual premium only $80.00. 


FULLY APPROVED BY THE NORTH CAROLINA MEDICAL SOCIETY 
FOR ITS MEMBERS SINCE 1940 


Vv 


J. L. CRUMPTON 


Post Office Box 147 DURHAM, N. C. 


— Representing — 


COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 
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“SMOKE LESS...OR 
CHANGE TO PHILIP MORRIS” 


... if smokers are affected by the irritant 
properties of cigarette smoke 


Sometimes physicians may advise “Don’t smoke 


at all.” But even where that is indicated, how many patients 
will forego the pleasure of smoking? 


For such patients, as for all smokers, the choice should be 
the least irritating of cigarettes. Many throat specialists suggest 
Philip Morris* because they are convinced from published studies**, as well 
as their own observations that Philip Morris alone, of all the 
leading cigarettes, is by far the least irritating to the 
sensitive tissues of the nose and throat. 


Perhaps you too will find it advisable to suggest to your patients 
who smoke . . .“Change to Philip Morris.” 


PHILIP? 


Philip Morris & Co., Ltd., Inc., 119 Fifth Avenue, N. Y. 


IF YOU SMOKE A PIPE...We suggest an *Completely documented evidence on file. 


unusuclly fine new blend —Country Doctor **Reprints on Request: 


Pipe Mixture. Made by the samo process as 
y 4 7 Laryngoscope, Jan. 1937. Vol. XLVII, No. 1, 58-60; Proc. 


used in the manufacture of Philip Morris Soc. Exp. Biol. and Med., 1934, 32-241; N. Y. State Journ. 
Cigarettes. Med., Vol. 35, 6-1-25, No. Il, 590-592. 
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years... 


From birth to at least the age of 14 years, 


investigators now agree children are 
susceptible to rickets, with scarcely 
diminished frequency.’ 
The critical periods of active skeletal 


growth are found in infancy and childhood, 
lasting through at least the years 


just preceding puberty.’ 
Throughout these formative years patient cooperation 


assuring an adequate vitamin D intake is readily 


obtained ae the use d 


| 
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ilk diffusible 


ODORLESS... TASTELESS ... ECONOMICAL 


: é : Average dose for infants 2 drops, 

for children 4 to 6 drops, in milk. 
DRISDOL, trademark reg. U. S. & Canada PS 
CARTOSE, trademark reg. U. S. & Canada 


SPECIFICALLY DESIGNED FOR INFANT FEEDING 
LESS FERMENTATION 


LESS DIGESTIVE DISTURBANCES 
St nc. CARTOSE® 
New York 13, Winosor, ONT. MIXED CARBOHYDRATES 
IN EASY-TO-USE LIQUID FORM 
1. Follis, R. H., Jackson, D., Eliot, M.M., and Park, E. A.: Am: Jour, Compatible with all milk formulas 
Dis. Child., 66:1, July, 194 Bottles of 16 fl. oz. Write for Formula Blanks 


2. Stearns, G.: Jour. Lancet, 63: 344, Nov., 1943. 
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Luzter’s Fine Cosmetics and Perfumes 


As Advertised In Publications Of The American Medical Association 
Are Distributed In North Carolina By: 


MRS. BEE DEVONDE, Divisional Distributor 
1231 Armory Drive 
Charlotte, N. C. 


Distributors 

MKS. HAZEL. BECKHAM MRS, BECKY EVANS MRS. LUCILLE BROOKSHIRE 

2021 Bay St. 1516 Matheson Ave, Route No, 2 

Charlotte, N.C. Charlotte, N. C. Lenoir, 

MRS, THELMA HAIR MRS. HARLON WHITMAN MRS, ANNIE LIPE 

155 E, Popler St. 1716 N. Lee St. Drawer 5387 

Mt. Airy, N. C Salisbury, N. C. Rutherford College, N. C. 
MRS. CORAL ECKARD MRS. HEL ” MORRISON MRS. CLYDE MORRIS MRS. WAVOLYN BARTLES 
Pendleton Apts. 164 Bost St. 11s Patton St. Union Mills, 
Newton, N. C. Stateoville, Morganton, N. C. 


DOOLEY AND DOOLEY, Divisional Distributors 


P. O. Box No. 1744 
Phone No. 39-9038 Charlotte, N. C 


Distributors 
MRS. EDNA P. McPHERSON MRS. LILLIAN PEARSON MRS. P. 0. SKIDMORE 
1005 Waters St. Box No, 285 129 Montgomery Ave. 
Lumberton, N. C. Gastonia, N. C. Albemarle, 
Phone No. 445 Phone No. 218 
MRS. MYRTLE COHOON MISS MAXIE JONES MRS. FAYE BROOME MRs. MYRTLE COOPER 
105!) Lineberger St. 30% Frederick Apt. Box No, 78 Route No, 1, Box No. 41 


Shelby, Charlotte, Marshville, N.C. Charlotte, N.C. 
Phone No. 932R Phone No. 46141 Phone No. 37319 


FIELDS AND FIELDS, Divisional Distributors 
1214 Brooks Avenue 
Phone No. 3-3938 Raleigh, N. C. 


Distributors 
MRS. PEARL MAY MKS. POLLY EVANS POWELL AND POWELL MKS, LORRAINE MeCULLOCH 
1112 Oval Dr. Perry Apts., No. 4 207 N, Lionel St. 511 Glenville Ave, 
Durham, N. C. Elizabeth City, N. C. Goldsboro, N.C. Fayetteville, N. C 
MRs. EMMA PATE MKRs. KATE WHELESS MKS. SALLY EVERETT MRs. EVELYN BARBER 
it Neuse Road Box No, 1151 12 Northern Blvd, 314 Johnson St. 
Havelock, Rocky Mount, N. C. Wilmington, Clinton, N.C. 
MRS. SALLY ADAMS MKS. MAMIE RHEA MKs, NINA WILLIAMS MKRs. LOUISE FARLEY 
13 Bagwell Ave. Box No, 15 713.8. Tarboro St. 500 Washington St. 
Raleigh, N. C. Windsor, N. C. Wilson, N. C. Kinston, N.C. 


KENNEDY AND KENN YEDY, Divisional Distributors 


2603 High Point Road 
Greensboro, N. C. 
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4 


Distributors 
MRS. ROSA NICHOLSON MRs. ESSIE ONEAL MRS. M ARY ETTA ROUTH 


MISS RACHEL BARNES 
Route No, 6, Box No, 205A Route No. 4, Kivett Dr. Box No, 7 10 Kast 4th _ 
High Point, N, C. High Point, N. C, Randleman, N, Lexington, N, 


MRS, CORA KIMSEY, Divisional Distributor 
P. 0. Box No. 6066 
Asheville, 
VIOLA QUINN GRACE BRIGM 3a MARIE BALDWIN 
21 Wanoca Swannanoa, N, € Fletcher, N. C. 
Biltmore, C. 


Fletcher, N. Robbinsville, N. 


MRS. ALYCE H. LORTZ, Divisional Distributor 
P. O. Box C-1 
Phone No, 3-2830 Greensboro, N. C, 
Distributors 


MRS. MABEL KEESEE 
Box No. 1176 Greensboro, N. C. 
Phone No. 2-6398 
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Today. there is a wealth of clinical evidence supporting 
the use of Meonine as a supplement to the protein-rich 
diet usually prescribed for liver damage associated with 
malnutrition, pregnancy, allergy, certain chemical poi- 


sons, and alcoholism. 


Typical of this evidence is a Beams-Endicott paper*. The 


authors reported that a methionine supplement seemed to 
cause regeneration of the liver parenchyma, in cirrhotic 
patients, irrespective of the amount of protein and vitamins 
in the diet. 


Complete bibliography on request. Meonine is supplied 
in 0.5 gram tablets. Wyeth, Philadelphia. Pa. 


*Beams, A. J., and Endicott, E. T., Histologic changes in the livers of patients 
with cirrhosis treated with hioni G 9:718-735 (Dee.) 1947. 


for liver damage 


(di-Methionine Wyeth) 


Clinically approved 
® 


Che Importance of Protein Adequacy 


Ju Diabetes Mellitus 


It appears in the light of recent experience that the daily protein 
requirement of the diabetic has been underestimated and calls for 


an upward revision. 


The success obtained in diabetic retinopathy from the use of high 
protein diets emphasizes the deleterious possibilities of hypoalbumin- 
emia in this metabolic disease. 


In view of the excellent results observed from a high protein intake, 
in many forms of hepatic disease, a dietary rich in protein is suggested 
as a therapeutic measure in the management of liver enlargement, 
one of the frequent complications of diabetes.' Since impaired liver 
function reduces the efficacy of insulin, prevention of liver enlarge- 
ment by a liberal allowance of protein in the daily diet of the dia- 
betic appears an important factor in the control of this disease. With 
an estimated 2,000,000 diabetics in the United States? every benefit 
achieved in this field makes itself felt on a truly large scale. 


Meat is an outstanding source of protein in the dietary of the 
patient with diabetes mellitus for these reasons: It is notably rich in 
protein, from 17 to 20 per cent of its uncooked, and from 25 to 30 
per cent of its cooked weight. The protein of meat, regardless of cut 
or kind, whether fresh, cured, or canned, is biologically complete. 
All meat is of excellent digestibility—from 96 to 98 per cent. Fur- 
thermore, meat ranks with the best sources of B vitamins, potassium 
and phosphorus, all of which are essential factors in the metabolism 


of carbohydrate. 


1Nutrition in Diabetes, Nutrition Rev. 6:257 (Sept.) 1948. 
2Diabetes and Arteriosclerosis in Youth, Editorial, J.A.M.A. 135:1074 


(Dec. 20) 1947. 


The Seal of Acce ce denotes that the nutri- 

al ptan ote at the 
tional statements made in this advertisement o> 2 | 
are acceptable to the Council on Foods and = 5 
Nutrition of the Americap Medical Association. "#6" 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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CHECK LIST 


for choice of 
a laxative 


Phospho- 
a TYPE OF 


ACTION 


EFFECTS 


Free from 
Mucosal Irritation 


Absence of Con- 
stipation Rebound 
No Development 


reset ve 


results Liberal samples on 


ADMINIS- 
TRATION 
Flexible Dosage 
V Uniform Potency 
Pleasant Taste 


PHOSPHO-SODA 


(FLEET)* 


XV 
t 
Judicious Laxation 
Judicious Laxation | 
SIDE 
sex 
i " 
Y 
of Tolerance 
W Sate from Excessive j 
V No Disturbance of | 
Absorption through controlled action | 
Causes no Phospho:Soda Fleet", over the years 
Pelvic Congestion preference 
No Patient because of its controlled action 
Discomfort “its freedom from 
Nonhabituating ats ease of adminstrane 
Y Free t “Your prescriptic of Phospho Soda” 
J 
LYNCHBURG VIRGINIA 
PhosphoSode Fleet is a solution 
containing in each 100 ce sodium: 
biphosphote 48 Gm.'and sodium phosphate +8 Gm. 
ACCEPTED FOR ADVERTISING BY THE SOURMIAT OF THE AMERICAN MEDICAL ASSOCIATION 
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Physicians prescribing KOROMEX Jelly and KOROMEX Cream 
where pregnancy is diagnosed as inadvisable, are recognizing the safe, 
non-irritating, effective qualities that are supported by a long clinical 
record .. . fastest spermatocidal time* . . . proper viscosity for cervi- 
cal occlusion . . . the long time-period of stability . . . the effective 
use of spermatocidal agents in a non-irritating compound . . . the 
high ethical standards . . . pH consistent with the normal vagina. 


ACTIVE INGREDIENTS: BORIC ACID 2.0%, OXYQUINOLIN BENZOATE 0.02% 
AND PHENYL MERCURIC ACETATE 0.02%, IN SUITABLE JELLY OR CREAM BASES. 
BROWN AND GAMBLE TECHNIQUE. 


* MEASURABLE UNDER THE 


A F E Cc / 
NTR Ac} 
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A Modern Hospital 
for the 
Treatment of Alcoholism 
Exclusively 


A private hospital offering scientific, institutional, medical, 
psychological, reflex, reduction and other methods for the rehabilitation 


of consent patients suffering from alcoholism. 


All equipment modern with facilities to take care of 50 patients 


both male and female. 


Under the direction of a competent licensed M. D. with five 
consultant physicians subject to call. Registered Nurses in 


charge 24 hours daily. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
five miles West of Roanoke, on Highway 11, in the quiet serene mountains 
of Virginia, conducive to rest, comfort and recuperation. Doctors inspection invited, 


For information phone or write. 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11. 
Salem, Virginia — Phone Salem 287 


Copyright 1948. HN, Alferd, Atlanta, Ga 
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dietary dub! 


Factories throb to the pound of his inventions—while he sits. Hour 


after silent hour he sits and schemes mechanical schemes or times 
the pace of tiny models. In his spare time? Moves to a rocking 
chair and reads. Has no appetite? Neither do hundreds of others 
whose ‘occupations or pastimes require little physical energy. And 
you could cite many other reasons for inadequate diets—excessive 


smoking, indifference, ignorance, strong likes and dislikes . . . In 


many such cases, your prescription for one or more vitamins 
accompanies your advice on dietary reform. When you prescribe 
an Abbott product, you are assured that your patient will receive 
the full potencies intended. There is an Abbott vitamin product to 
fill every need—for one or a combination of vitamins, for supple- 
mentary or therapeutic levels of dosage, for oral or parenteral 
administration. Your pharmacy will be glad to fill your prescriptions. 


Laboratories, Nortu Cuicaco, ILLiInots 
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CRUDE, LILLY 
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Complete Therapy for Pernicious Anemia 


Potent liver extract is the only substance which has been proved to 
provide complete therapy for macrocytic anemias. The concentration of 
all Lilly liver extracts is such that the amounts contained in the 
recommended daily dose will, in the average uncomplicated case of 
pernicious anemia in relapse, produce a standard reticulocyte response 
and cause the red-blood-cell count to return to normal within a period of 
sixty days. This standardization is in accordance with the 
recommendations of the United States Pharmacopoeia Anti-Anemia 
Preparations Advisory Board. 

Lilly injectable liver extract preparations include— 

Liver Extract Solution, Crude, Lilly, in strengths of 1 and 2 
injectable U.S.P. units per cc. 

Liver Extract Solution, Purified, Lilly, in strengths of 5, 10, and 
15 injectable U.S.P. units per cc. 


lly 


EL! LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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Framable reprints of this illustration are available 


THE MEN RESPONSIBLE FOR 
MRS. BROWN’S BLOOD COUNT 


You, the physician, are ultimately responsible for the 
successful management of patients afflicted with 
pernicious anemia. You and your assistants carefully determine the 
patient’s response to measured doses of liver extract, but back 
of that is the responsibility of the men who make the product. 
It is reassuring to both physician and patient to know that the 
liver extract employed has met exacting standards before release. 
Fresh frozen liver is handled in abattoirs according to Lilly 
specifications and is checked by skilled Lilly inspectors before 
acceptance. The frozen liver is then ground and extracted in equip- 
ment designed by Lilly engineers. Lilly liver extracts, whether 
for parenteral or oral administration, are assayed on hospitalized 
pernicious anemia patients in relapse by clinicians experienced 
in hematology. Thus, from the grinding of the frozen liver 
to the final packaging and inspection, the production of Lilly liver 
products is supervised by competent specialists. They, too, feel 
deeply their responsibility for Mrs. Brown’s blood count. 


LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 
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OF DR. McCAIN’Ss PORTRAIT 


INTRODUCTION OF SPEAKER 
PAUL F. WHITAKER, M.D.* 
KINSTON 

As chairman of the McCain Memorial 
Committee of our Medical Society, appointed 
by President Robertson, I am privileged and 
honored to have a small part in this occasion 
which honors the memory of a beloved col- 
league who lived so fully and so usefully. 
As most of us know, the portrait to be pre- 
sented today was made possible by the mem- 
bership of the North Carolina profession, 
who loved, honored, and respected Paul 
McCain. 

I am sure that you would want me, as your 
representative on this occasion, to express 
thanks to a number of people who have had a 
part in the consummation of this memorial. 
To Dr. Donald Koonce and the other mem- 
bers of his committee who raised funds, and 
to every member of our Society who contrib- 
uted, we are grateful. To President Robert- 
son and Secretary McMillan our Committee 
expresses appreciation for their cooperation 
and support. To Dr. Stuart Willis, superin- 
tendent of the Sanatorium, to Mr. Charles 
Cannon of the Sanatorium Board, and to 
Mrs. McCain, who met and advised with us 
often, we are also grateful. And finally to 
Dr. Coppridge and Dr. Hubbard, the other 
members of your Committee, who have so 
generously given their time, their efforts and 
their thoughts, I express both personal and 
official thanks. I[ assure you that this me- 
morial has been a “labor of love” for all 
concerned, and that we are happy and grate- 
ful to have had this experience. 


thairman, McCain Memorial Committee, 


Medical Society 
of the State of Nerth Carolina. 


It is neither my purpose nor my assign- 
ment to eulogize the memory of our departed 
colleague. We have with us a distinguished 
visitor who is privileged to honor himself 
and us by this assignment. Suffice it for me 
to say that all of us loved and honored Paul 
McCain, and that we are gathered here today 
to pay humble tribute to his memory, and 
to his warm and generous spirit. I know of 
no citizen who served his state more usefully. 
I know of no man who lived more beautifully 
than he did. I know of no man who was more 
devoted to truth, and I know of no man who 
was more filled with human kindness, which 
is the essence of goodness, than was _ he. 
Certainly his multiple accomplishments and 
his immortal spirit will be projected forever 
into the future service of mankind. 

It is now my privilege and honor to pre- 
sent the distinguished guest and speaker for 
this occasion. He was born in the state of 
Kentucky. He graduated at the University 
ot Wisconsin. He spent a part of his boy- 
hood in the beautiful Carolina country 
around Asheville. He traveled to the far 
West, and lived for a time in New Mexico. 
He is a man who overcame disease and phy- 
sical handicap to obtain his present high 
position. Many accomplishments too numer- 
ous to name have marked his life. He was a 
successful lawyer and an able teacher. He 
served as dean of the Law School of Wash- 
ington University, and was also dean of the 
University of Iowa. He was appointed by 
the late President Roosevelt to the United 
States Circuit Court of Appeals, and at pres- 
ent he is a member of the highest and great- 
est tribunal in our blessed and mighty nation. 
And last, but not least, he was a friend and 
former patient of Paul McCain. At this very 
busy and exacting period in this year of 
his life, he has taken time from his mani- 
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fold responsibilities to honor us with his 
presence here today, and to pay tribute to 
the memory of one whom he, like us, loved 
and respected so much. We are grateful for 
his presence. I am honored and privileged to 
present to you a distinguished and useful 
leader and citizen, Mr. Justice Wiley Rut- 
ledge of the Supreme Court of the United 
States. 


TRIBUTE TO PAUL P. McCAIN 
WILEY RUTLEDGE* 


WASHINGTON, D. C. 


“Greater Jove hath no man than this, that 
a man lay down his life for his friends.” 
(John XV:13) These words aptly describe 
the life and the death of Paul McCain. That 
is true in the sense of their more literal and 
usual understanding. His life was taken 
away suddenly and too early when and be- 
cause he was about his business of saving 
the lives of others. As truly as the man who 
loses his life in some crisis by a heroic sur- 
render to rescue another, he made his own a 
sacrifice. 

But the words of our text have another, 
a deeper and a truer meaning. It does not 
detract from the heroism, the courage, or the 
spontaneous unselfishness of him who leaps 
suddenly and sacrificially to the aid of one 
endangered. But the text applies as well, I 
think, to one who gives his life, not merely 
at its end, but his whole life to the saving 
of others’. This too Paul McCain did. He 
fulfilled the text in both of its meanings. 
Few do. 

In speaking of another who has saved 
one’s life, or had a large hand in doing so, 
it is more appropriate to speak with honest 
and sincere restraint than fulsomely. For 
such words come too easily and no words can 
repay the debt. In common with most of you 
here and thousands of others, I stand under 
this debt and this duty. 


Paul McCain as Physician 
It was thirty-two years last July since I 
first came to this place and to Paul McCain's 
ministry. Then it was just well begun. 1 
came fearfully, seriously stricken in body, 
downcast in mind and hope. Then in the 
early twenties, I learned that it is hard for 


* Associate Justice, United States Supreme Court, 
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the voung especially, with all of life before 
them, to face slow death, worse perhaps to 
stand in dread of lingering illness and pain. 

I do not wish to make this tribute merely 
a personal history. But I cannot refrain 
from saying two or three things out of an 
experience Which can only have been one in 
common with thousands of others—indeed, 
with all who became his patients during his 
long and devoted career. 

His ministry, for it was such, was three- 
fold: of the mind, the heart, and the soul. 
In those days there were some three hundred 
patients. Each received his personal atten- 
tion and on a personal basis. None was 
merely “a case.” Even then highly skilled in 
his professional art, he inspired complete 
confidence, If there was help for the stricken 
body in the field of his specialization, he 
could give it. But his aid was never given 
coldly, with mere efficiency. Scrupulously 
honest, he gave the patient the facts pains- 
takingly and most often fully. This of itself 
inspired confidence. 

Beyond his skill and integrity, he knew 
that the patient’s state of mind was quite as 
important to his recovery or well-being as 
his physical state. His effort was always to 
alleviate fears where this could be honestly 
done and, in any case, to bring composure. 
Without apparent effort, though it cost him 
much in time and energy, he created in each 
person a sense of understanding and cour- 
age. Where there was room for hope, he 
gave it. 

It was due largely to his influence that 
“the San,” as we then called it, became a 
place of cheerfulness, not of despondency, 
and of courage among even the patients with 
far advanced cases. [ remember with what 
surprise I so shortly discovered this, after 
being sentenced, as I had thought, by one of 
his friends, Dr. Pritchard of the Battle 
Creek Sanitarium, to a term of months if 
not years or the remainder of my life in an 
institution hardly more attractive than a 
prison. 

In this connection, I cannot forbear men- 
tioning his wife, always to me Sadie, her 
father (then the superintendent), and her 
mother. For they too aided him constantly 
in his work of building hope and courage in 
all sorts of ways. Often they would accom- 
pany him on his daily rounds of the wards, 
to which every patient looked forward. They 
too brought hope, encouragement, and per- 
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sonalized interest. 

Finally, Paul McCain was deeply religious, 
but in no narrow sense. All felt and under- 
stood this. All were influenced by it. He was 
thus the ideal physician, healer, comforter, 
inspirer, friend. It would be hard to say in 
which of these aspects of his art he excelled, 

Paul McCain as Public Servant 

Paul McCain was a pioneer in the field of 
public medicine. North Carolina has been a 
forerunner among our states in two great 
things. One has been public education, the 
other public medicine. 

_Even in the days of “Reconstruction,” the 
vision of a great North Carolina leader fore- 
saw that amid all] the consequences of defeat 
and ensuing poverty the true and lasting 
reconstruction must come from the people of 
the state themselves, not from the outside. 
The state caught his vision and followed it, 
slowly at first, but with increasing momen- 
tum as the years passed. 

I pause to pay tribute in this connection, 
not comprehensively but only by way of il- 
lustration, to one phase of the state’s achieve- 
ment flowing out of this policy. I mean the 
creation of your system of higher public edu- 
cation and especially the truly distinguished 
University of North Carolina, 

Its pre-eminence is not so much in grounds 
and buildings or physical assets, for there 
are many other universities which equal or 
excel it in these respects. But the greatness 
of a university is found in its spirit. The 
soul of an institution marks it with distinc- 
tion or the lack of it. I know of no state 
university and of few, if any, private ones 
which have succeeded as has your own in 
creating and maintaining the traditions of 
free inquiry and free expression. Without 
these no university can avoid in some part 
that tyranny over the mind of man which 
Jefferson denounced as alien to the free spirit 
of man himself and of democratic institu- 
tions. That you have created such a place of 
learning, wisdom and creative freedom is due 
not only to the founders of your general 
policy in public education. It flows also from 
the fact that you have selected a succession 
of great leaders, including the University’s 
present president, Frank Graham, who have 
stressed the independence of the mind and 
the spirit, and that you have followed their 
leadership. 

Beginning much later, but still well in the 
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forefront of the states, you have gone far in 
developing your system of public medicine. 
The day when tuberculosis was wholly a pri- 
vate misfortune, to be remedied if at all only 
by the means available to the stricken per- 
son, has gone for North Carolina. Would 
that this could be said for all of our states! 
That outmoded idea is in essence but a policy 
of spreading the disease. For unfortunately 
it is true still, as it always has been in fact, 
that the great majority of people contract- 
ing it have not, and cannot get, the means 
which will at once remove the certainty of 
their infecting others and give them the 
chance of recovery. 

The same thing is true of all communicable 
diseases, more particularly of those requir- 
ing extended periods for arrest or cure. One 
ill with such a disease and without resources 
to protect himself and others is a menace to 
all with whom he comes in contact. Through- 


out your state and others, rows of tomb- 


stones in family lots, showing whole families 
wiped out in short periods of years, prove 
this. The thing is so obvious, indeed, that it 
needs no proof. 

Yet, even in North Carolina with its early 


start, the real beginning in this field did not 


come until about the second decade of this 
century. It arrived almost half a century 
after your real beginning in education. Per- 
haps this shows how slow is the ripening of 
the fruit of that tree. But it shows also that 
fruit will be borne, once the tree is planted, 
and that the two plantings and bearings are 
not disconnected. 

Since your beginning in public medicine, 
you have made great strides forward. The 
growth of this institution, and the founda- 
tion of others like it in the intervening years, 
simply show what can and will be done, once 
the necessity for meeting this public menace 
is recognized and the program to meet it gets 
under way. 

How much more humane, how much more 
conservative in the true sense of the word, 
is such a policy. For lives which otherwise 
would be cut off, most often early, with the 
loss of all they might produce if salvaged, 
even in earnings and taxes (to put the mat- 
ter at the lowest level), are saved, and re- 
stored to productivity as well as to happi- 
ness. 

Among all the trends of our day toward 
mass devaluation and destruction of human 


life, our people are still our greatest asset. 
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The conservation of human life has become 
our greatest necessity. 

In all of your progress in this direction 
until his death, Paul McCain was pioneer and 
leader. To this cause his whole life was 
given, quietly, unostentatiously and, if I 
knew him, without thought of money or 
fame, only to serve his people and mankind. 

Thus he also was public servant. That his 
work was not finished does not mean it has 
ended. He has built foundations for a strue- 
ture that will rise higher and spread more 
widely by force of the momentum he has 
created in others which cannot recede or sub- 
side. His work will last and will grow as 
long as North Carolina and the nation live. 

It is fitting for the state to dedicate this 
building in his name and to his memory. The 
likeness presented today by his professional 
associates cannot take his place. But it will 
be a constant reminder of him and his work, 
a continuing inspiration to others to carry 
on and to expand that work in accordance 
with the people’s need and the public neces- 
sity. 

I am grateful for having the privilege, by 
participating today, of acknowledging my 


personal debt and of paying tribute to this 
good and faithful public servant. 
* * 


ACCEPTANCE OF PORTRAIT 
PAUL H. RINGER, M.D.* 


ASHEVILLE 


It is a matter of sadness and pleasure for 
me to utter the few words that I have to 
say: sadness, because this portrait brings 
before me with greater poignancy the mem- 
ory of my dear old friend; and pleasure, be- 
cause I am able once again to pay tribute to 
one I loved so well. 

This is an excellent portrait. The artist is 
to be congratulated upon having seized and 
shown so many of Paul McCain’s character- 
istics—his humility, his shyness, his humor, 
his transparent honesty, his charm: 

And thus he bore without abuse 
The grand old name of gentleman, 
Defamed by every charlatan 

And soiled with all ignoble use. 

It is fitting that this portrait should hang 
in the lobby of this building so recently dedi- 
cated to his memory, this lobby through 
which he passed countless thousands of 


“Member of the board of directors of the North Carolina 
Puberculosis Sanatoria. 
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times, going through it to his work, coming 
out of it often to go to receive new and 
always unsought honors which were thrust 
upon him from all sides, North Carolina 
will not long remember what we say here, 
but North Carolina can never forget what 
he did here. It is also fitting that this por- 
trait should hang in this lobby so that former 
patients returning for a visit, patients in the 
Sanatorium, and new arrivals shall down the 
years be able to look at the likeness of the 
one who made this institution and who, dur- 
ing his incumbency, hovered over his 
charges, whom he sought with all his might 
to help in their fight for health. 

Fearless, faithful and true, he shrank from 
no duty which honor and right, as he saw 
them, demanded, but faced every task with 
the strenuous energy of a true man and the 
noble honesty of a true gentleman. Living, 
he was beloved, his presence was a joy and 
an encouragement; absent, he is a never 
failing memory. And so, on behalf of myself 
and my colleagues on the board of directors 
of the North Carolina Sanatoria for Tuber- 
culosis, I gratefully accept this portrait of 
Paul Pressly McCain. 


First-class clinical research has been and is being 
done by men busily engaged in practice. For ex- 
amples in my own generation I think of J. W. 
Brown’s work on congenital heart disease, Cookson 
on thyrotoxicosis, or Sheldon on haemochromatosis. 
In a delightful article called “Clinical Research with 
a Notebook” Alvarez (1946) has illustrated the good 
research work done by what he calls small-town 
doctors. The man in practice has the best opportun- 
ity of carrying out clinical research in depth, the 
intimate and prolonged study of people to learn 
what happens to individuals with certain constitu- 
tions or chronic diseases.—L. J. Witts: The Prob- 
lems of Clinical Research, Brit. M. J. 2:455 (Sept. 
4) 1948. 


The role of the practicing physician in preventive 
medicine.—There exists a dangerous and limiting 
attitude to the effect that preventive medicine is a 
domain reserved exclusively for public health organi- 
zations. This attitude arose, in part, from the false 
premise that it is a function of government or phil- 
anthropy to “give health to the people,” whereas in 
truth, health, like freedom and wealth, cannot be 
given, but must be earned. In part this erroneous 
concept arose as a result of inertia and lack of ap- 
preciation of the potentialities of preventive medi- 
cine ameng practicing physicians. Physicians and 
surgeons alike have been too long and too intensely 
concerned with the treatment of disease to grasp 
readily the significance of preventive or constructive 
medicine, or in other words, the importance of 
treating the patient before and after illness as well 
as when actually disabled—Edward J. Stieglitz: A 
Future for Preventive Medicine, New York, The 
Commonwealth Fund, 1945, p. 44. 
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Panel Discussion on 


Obstetric Hemorrhage 
TREATMENT OF PLACENTA 


PRAEVIA* 


C. H. Mauzy, M.D. 
WINSTON-SALEM 


Beck'"’ states that busy practitioners, with 
twenty-five years or more of experience, see 
only one or two cases of placenta praevia 
during their entire professional lives, and 
that true placenta praevia (central) occurs 
only once in every 500 pregnancies. In 13,- 
497 deliveries at the Woman’s Hospital in 
New York, there were 102 cases of placenta 
praevia (one in every 132 deliveries), with 
25 recorded as central in type’. Stander 
stated that the condition occurred once in 
every 206 deliveries at the New York Lying- 
In Hospital. Greenhill’ reported the inci- 
dence at the Chicago Lying-In Hospital as 
one in 126 deliveries. At the North Carolina 
Baptist Hospital in the past two years we 
have had 12 cases among 2,272 deliveries—a 
ratio of 1:189. From these figures it would 


seem that, in hospital practice, placenta 
praevia occurs once in every 100 to 200 de- 
liveries. 


Factors in the Reduction of Mortality 

from Placenta Praevia 

A general survey of the literature reveals 
that the present mortality from placenta 
praevia is about 3.5 per cent, whereas 
twenty-five vears ago it was 10 to 15 per 
cent. Two procedures account, in the main, 
for this remarkable decrease. 

First is hospitalization of all suspected 
cases, Any patient with vaginal bleeding in 
the third trimester of pregnancy should be 
hospitalized. No vaginal or rectal examina- 
tions should be done in the home, and no 
attempt should be made to confirm the sus- 


Presented before the Section on Gynecology and Obstetrics, 
Medical Society of the State of North Carolina, Pinehurst, 
Mav 4, 1948, 

‘From the Department of Obstetrics and Gynecology, Bowman 
Gray School of Medicine of Wake Forest College, Winston- 
Salem, North Carolina. 
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2, Barrett, Ro L.: Placenta Praevia and Premature Separa- 
tion of the Normally Situated Placenta, in Lull, C. 
Management in Obstetric Complications, ed. 4, Philadelphia, 
J. B. Lippincott, 1915, pp. 212-225. 
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pected diagnosis until the environment is 


suitable for adequate treatment to be carried 
out immediately, if necessary. 

Second, is the use of blood. Bill® in 1927 
was the first to point out the importance of 
transfusion in placenta praevia. He showed 
that replacement of lost blood is not only im- 
portant after delivery, but even more vital 
before, if one is to prevent postpartum atony 
of the uterus and further hemorrhage. 
Persal! and Torpin' have maintained that 
four pints of blood should be available to 
every pregnant woman within a radius of 50 
miles, I think it can be safely said that the 
greatest single factor in the reduction of 
maternal mortality has been the availability 
and liberal use of blood. 


Factors Determining the Type of Treatment 

Whenever placenta praevia is suspected in 
any patient in the third trimester of preg- 
nancy, she should be hospitalized at once. On 
admission the patient’s blood is immediately 
typed, cross-matched, and tested for the Rh 
factor, and 1000 cc. or more of blood is made 
available. No attempt at diagnosis is made 
before this is done. 

When the diagnosis has been established, 
treatment will depend on the following find- 
ings. Each case must be individualized, and 
good obstetric judgment used. 

1. Condition of the cervix. This is a most 
important factor, for on it depends the time 
which must elapse before delivery by the 
vagina! route can be anticipated. 

2. Quantity of bleeding. 

3. Irritability of the uterus. 

4. Type of placenta praevia (complete or 
incomplete). 


Treatment of Complete Placenta Praevia 


In cases of complete or central placenta 
praevia, it is our opinion, and certainly the 
consensus of most authorities, that a cesar- 
ean section should be done immediately, re- 
gardless of the condition of the cervix. The 
only exception is in cases where the fetus is 
not vet viable; in these cases a Braxton 
Hicks version can be done if the cervix will 
admit two fingers. The use of cesarean sec- 
tion in cases of complete placenta praevia 
has played an important role in the reduc- 
tion of maternal and fetal mortality. 


Bill, A. H.: Treatment of Placenta Praevia by Prophylactic 
Blood Transfusion and Cesarean Section, Am. J. Obst. & 
Gynec, 14:528-529 (Oct.) 1927. 

6. Persall, J. T. and Torpin, R.: Placenta Praevia; Report 
of 170 Cases, J. M. Assoc, Georgia 83:297-301 (Oct.) 1944. 
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Treatment of Incomplete Placenta Praevia 


The incomplete types (lateral and mar- 
ginal) may be treated by several alternative 
methods, and conflicting reports concerning 
their respective merits are found in the ht- 
erature. 


Bagging 

This procedure has strong advocates in 
Stander™ and Beck''', but is condemned by 
DeLee and Greenhill” and by Watson and 
Gusberg’, who showed a high fetal and ma- 
ternal mortality in a series of 26 cases. These 
authors stated that it controlled bleeding in 
only 19.2 per cent, and necessitated serious 
vaginal operative deliveries in 69.2 per cent. 

Ekas"’, on the other hand, used a bag in 66 
cases with excellent results. He stated that 
the advantages of this method are: (1) that 
it can be used in all cases; (2) that it con- 
trols hemorrhage and stimulates pains: (3) 
that it carries less risk to the mother than 
surgical means; (4) that it requires less 
technical skill, and is therefore more widely 
applicable; (5) that the presence of infection 
does not contraindicate its use; and (6) that 
it gives a lower maternal mortality. 

We do not use this method for the treat- 
ment of placenta praevia. 


Artificial rupture of the membranes 
and tight abdominal binder 

This is the simplest and most easily appli- 
cable method of treatment for any case ex- 
cept those requiring cesarean section. In our 
opinion, if the cervix is favorable, it is en- 
tirely adequate in most incomplete types of 
placenta praevia. 


Willett clamp 

This is used if the head does not descend 
and compress the bleeding placental bed 
after the membranes have been ruptured. A 
Willett clamp can be easily applied to the 
sealp, and in our opinion it serves a better 
purpose than a Vorhees bag. 
Braxton Hicks version 

This maneuver, of which several textbooks 
speak so lightly, seems to us a major ob- 
stetric operation, requiring a great deal of 
skill and manipulation. It should never be 
attempted unless the cervix admits two fin- 


7. Watson, B. P. and Gusberg, S. B.: Treatment of Tacenta 


Praevia; Bagging versus Cesarean Section, Am. J. Obst. 
& Gynec, 46:524-539 (Aug.) 1948. 

s. Ekas, W. L.: Sixteen Years’ Experience with Phicenta 
Praevia) Emphasizing Conservative Therapy, New York 


State J. Med. §6:385-390 (Feb. 15) 1964. 
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gers, and once the foot has been brought 
down and the hemorrhage controlled, the 
expulsion should be left to nature. One is too 
often tempted to pull the child through an 
undilated cervix, producing severe hemor- 
rhage and laceration. The child, as a rule, is 
sacrificed for the safety of the mother, and 
too often the sacrifice is in vain. 


Expectant treatment 


This has been condemned by most author- 
ities as having no place in the treatment of 
placenta praevia. Macafee’ and Johnson" 
were first to doubt the validity of this dic- 
tum. Williams" in 1948 reported 105 cases 
of placenta praevia, 41 of which were kept 
under observation for two days to three 
months for the purpose of obtaining a live 
baby. Once labor had begun, the expectant 
treatment was abandoned, and delivery was 
effected as promptly as possible. All patients 
must be kept in the hospital (hemorrhage 
ceases with bed rest), and the patient’s gen- 
eral condition should be good. 

Our only experience with this method of 
treatment was almost disastrous. The patient 
Was admitted at term in false labor, and a 
rectal examination was done. Several hours 
later she had a sudden, severe hemorrhage, 
and went into shock. A large transfusion and 
immediate cesarean section were required to 
save her life. This experience has made us 
look with disfavor on the expectant treat- 
ment of placenta praevia. 


Summary 


We believe that all patients with placenta 
praevia should be hospitalized immediately. 
Blood should be made available, and delivery 
should be accomplished by the method that 
will cause the least loss of blood during de- 
livery and the least danger of postpartum 
hemorrhage. 


Discussion 


Dr. Oren Moore (Charlotte), Moderator: Dr. Jones, 
what is your opinion of the expectant treatment ? 
Dr. Hunter Jones (Charlotte): Expectant treat- 
ment in the hospital, with the patient under obser- 
vation and blood immediately available, is one thing, 
and expectant treatment of a patient at home is 
something entirely different. My own feeling is that, 
if much of the cervix is involved, and certainly if 
much blood has been lost, active treatment should 
be instituted as soon as the diagnosis of placenta 
%. Macafee, C. H, G.: Placenta Praevia -Study of 174 Cases, 
J. Obst. & Gynaec. Brit. Emp. 52:313-324 (Aug.) 1945. 
10, Johnson, H. W.: Conservative Management of Some Vari 
eties of Placenta Praevia, Am. J. Obst. & Gyne>. 50:245- 
254 (Sept.) 1945. 
11. Williams, J. T.: The Expectant Management of Placenta 
Praevia, Am. J. Obst. & Gynec, 55:169-176 (Jan. 194s, 
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praevia is made. However, if there is some question 
as to the viability of the baby, and if the hemor- 
rhage has not been too extensive, it may be safe to 
keep the patient in the hospital under observation, 
in the hope of obtaining a viable fetus. If the patient 
is as much as eight months pregnant, or if bleeding 
is brisk and the placenta covers much of the cervix, 
I feel that the time for treatment is then and there. 

I believe that cesarean section gives a higher per- 
centage of live babies than any other method of de- 
livery in these cases, although the method chosen 
will have to depend on the circumstances and the 
factors involved in each individual case. 

Dr. Hugh McAllister (Lumberton): In a large hos- 
pital with a good reserve of blood, the conservative 
treatment might be practical. In our hospital we 
don’t have more than 1000 or 1500 ce. of blood at 
best, and our opinion is that you can’t be conserva- 
tive with bleeding. 

Dr. John Woltz (Charlotte): I would like to ask 
Dr. Mauzy what type of section he uses in cases of 
placenta praevia. 

Dr. Mauzy: It is our practice to do a low cervical 
section in cases of placenta praevia. We have not 
had postpartum hemorrhage as a result. and we do 
not pack the uterus. It is true that if the placenta 
is on the anterier wall there will be a little more 
bleeding as one goes through the placenta to extract 
the child, but it should not be alarming. The longi- 
tudinal incision con be extended into a semi-classical 
section if one is in a hurry. Personally, I fail to see 
why the low cervical section should not always be 
attempted. 

I failed to mention in my discussion that we al- 
ways take our patients who are bleeding to the 
operating room for a sterile pelvic examination and 
have everything in readiness to do a section imme- 
diately if necessary. 

* 


ETIOLOGY. PROPHYLAXIS, AND 
DIAGNOSIS OF PREMATURE 
SEPARATION OF THE PLACENTA 


ELEANOR B. EASLEY, M.D. 
DURHAM 


In the periodicals of the last two decades 
it is fascinating to follow step by step the 
evolution of present day thought related to 
the pathogenesis of premature separation of 
the placenta. If one searched out only those 


articles listed in the Index Medicus under 
“Premature Separation of the Placenta,” or 
“Abruptio Placentae,” or “Ablatio Placen- 
tae,” he might easily conclude that little had 
been added recently to our understanding of 
this subject; most of such articles deal with 
the incidence and clinical management of 
the condition, and ignore etiology. The stim- 
ulating new ideas are to be found in the writ- 
ings about abortion, toxemia, and the endo- 
crinology of pregnancy. 

It is impressive to read some of the older 
textbooks and realize how accurately the 
clinicians observed and reasoned about the 
relationship of placental separation to abor- 
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tion and toxemia. No textbook fails to relate 
premature separation of the placenta to tox- 
emia, and DeLee''’ described abruptio placen- 
tae as “an abortion at or near term.” 


Etiology 

Trauma 

A very small percentage of cases of pre- 
mature separation of the placenta are trau- 
matic in origin. The etiology and diagnosis 
of these cases are simple. An example is the 
case of one of my patients who, in her eighth 
month of pregnancy, fell forward across a 
stone wall and immediately thereafter had 
abdominal pain and vaginal bleeding. Lesser 
mechanical factors may also play contribu- 
tory roles in the type of placental separation 
we are about to discuss. 


Hormonal imbalance 


In the writings about the hormonology of 
the latter half of pregnancy, it is implied 
with increasing force and frequency that 
premature separation of the placenta, of all 
degrees, may be the result of intrauterine 
tissue changes, which in turn are due to ab- 
normal hormone production by the placenta. 

The experimental findings have been re- 
cently reviewed by Smith and Smith of Bos- 
ton’, who have themselves done a major 
amount of the exnerimental work on the 
problem. During pregnancy, the placenta 
takes over the ovarian function of sex 
steroid secretion at about the twelfth week. 
Normally, urinary estrogens and pregnan- 
diol increase rapidly up to about the thirty- 
eighth week, then decrease until parturition. 
The Smiths have repeatedly demonstrated 
that a premature deficiency of estrogen and 
progesterone exactly like that normally oc- 
curring at term characteristically precedes 
by many weeks pre-eclampsia, eclampsia, 
premature delivery, and stillbirth. In about 
80 per cent of the cases, there is associated 
an abnormal elevation of chorionic gonado- 
tropin. 

The validity of these experimental find- 
ings has been supported by the fact that 
treatment with estrogens and progesterone 
has been found to be effective in greatly re- 
ducing the incidence of toxemia and related 
accidents of late pregnancy in diabetic 
women who showed such hormone imbal- 
1. DeLee, J. B.: Principles and Practice of Obstetrics, ed. 6, 

Philadelphia, W. B. Saunders, 1933. p. 479. 

2. Smith, G. V. and Smith, O. W.: Late Pregnancy Toxemia: 


a Review of Exprimental Findings, West. J. Surg. 55:288 
294 (May) 1947, 
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ance’. Pregnant diabetics have proved to be 
an excellent group for clinical trial because 
of the high incidence of toxemia among them. 
The time consuming and complicated hor- 
mone determinations make it imperative to 
employ some such limited group for study. 
At present only relatively large research 
centers have facilities and personnel for 
carrying out the determinations. 

The difficulty of making the necessary 
laboratory studies and the expense of the 
recommended hormone therapy have limited 
confirmatory clinical work and delayed ac- 
ceptance of the whole concept of premature 
separation of the placenta. The discovery'" 
that large doses of relatively cheap  stil- 
bestrol are as effective as expensive proges- 
terone in increasing pregnandiol excretion 
and preventing toxemia in a pregnant dia- 
betic with a previous history of toxemia of 
pregnancy ought to change this situation 
considerably. Anticipating what is likely to 
happen, it is a comfort to know that Karn- 
has found enormous doses of. stil- 
bestrol to be safe for pregnant women. 

Some evidence’ has been presented for 
the following postulates: (1) that with- 
drawal of hormone support from the uterine 
contents results in intrauterine tissue catab- 
olism, with formation of an injurious pro- 
tein, similar or identical to the menstrual 
toxin described by the Smiths; (2) that 
this toxin is absorbed into the general cir- 
culation unless, as at term, the products of 
conception and the source of the toxin are 
delivered; and (8) that the pathologic ef- 
fects of this toxin are such as to warrant 
the hypothesis that it is finally responsible 
for the generalized signs and symptoms of 
pre-eclamptic toxemia. 

More work remains to be done. The actual 
presence of menstrual toxin in pre-eclampsia 
and eclampsia has not yet been demonstrated 
(although a fibrinolytic enzyme thought to 
be related to menstrual toxin, and _ the 
pseudoglobulin protective against menstrual 
J.A.M.A. 


8. White, P.: Pregnancy Complicating Diabetes, 


128:181-182 (May 19) 1945. 

. Smith, O. W.. Smith, G. V.. and Hurwitz. D.: Increased 
Exeretion of Pregnanediol in Pregnancy from Diethy!stil- 
bestrol with Special Reference to the Prevention of Late 
Pregnancy Accidents, Am. J. Obst. & Gynec, 
(March) 1946. 

5. Karnaky. K. J.: Estrogenic Tolerance in Pregnant Women, 
Am. J. Obst. & Gynec, 53:312-316 (Feb.) 1967. 

. Smith, O. W. and Smith, G. V.: Late Pregnancy 
Clinieal Trials Based Upon Experimental Findings, 
J. Surg, 55:312-322 (June) 1947. 
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J. Obst. & Gynec, 54:201-211 (Aug.) 1947. (b) Smith, 
Toxin, Clinical Significance, Tbid, 
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toxin have been demonstrated). Biologic 
studies of the decidua, the blood coming 
away with the placenta, and the lochial dis- 
charges remain to be performed. Dr. George 
Smith’ regards toxic separation of the pla- 
centa as the most striking example of these 
intrauterine catabolic changes. 

Premature separation of the placenta has 
been produced experimentally in rabbits’. 
In the rabbit the usual period of gestation is 
thirty-two days. At about the twenty-fifth 
day, which is the beginning of the last quar- 
ter, Snyder injected large doses of chorionic 
gonadotropin, and by so doing induced ovula- 
tion with the production of fresh corpora 
lutea. The result was hemorrhage into the 
uterine wall, involving all three layers, and 
into the entire decidual lining of the uterus, 
often with partial separation of the placenta. 
He noted at autopsy histologic evidence of 
tissue injury in the liver, kidneys, lungs, and 
other organs outside the generative tract. 
Along with the anatomic changes, he de- 
scribed a dissociation of the mechanism of 
labor: Some of the fetuses were expelled 
prematurely on the second or third day fol- 
lowing ovulation; the remainder postmature- 
ly, about two weeks following ovulation, on 
about the forty-first day of gestation. In- 
variably, the fetuses retained longer than 
thirty-five days died in utero. Snyder thought 
that decidual changes were more marked in 
the instances where the fetuses were deliv- 
ered prematurely, muscular changes when 
delivery was delayed. 

No hormone titers were done on the ani- 
mals. In view of the complexity of inter- 
hormonal relationships, conjecture regarding 
the possibilities would be futile. It does seem 
pertinent to our discussion to point out that 
there was certainly present a disturbance of 
the hormonology of pregnancy, and in some 
of the cases prolonged retention of the uter- 
ine contents. These two factors have been 
cited already as important in the pathogene- 
sis of toxemia. 

Tnadequate blood supply 

The material I have just outlined is based 
on experimental and clinical work, some of 
it incomplete and much of it from one source, 
but apparently very carefully done. The 
theories which this work has suggested and 
which are now being tested are so plausible 


: The Experimental Production of Toxemia 


Snyder, F. F. 
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and interesting that they deserve mention. 
Kellogg” and the Smiths believe that the 
premature senescence of the placenta, result- 
ing in failure to produce adequate amounts 
of estrogen and progesterone, may be due to 
inadequate blood supply to the placenta. 

Hertig (quoted by Kellogg’) describes 
the essential placental lesion as an acute de- 
generative arteriolitis. This results in nearly 
complete obliteration of the lumen and leads 
to necrosis of the decidua beneath the pla- 
centa, since branches of the spiral arterioles 
nourish the endometrium, in addition to sup- 
plying the placenta with blood. Hemorrhage, 
usually of increasing severity, follows, and 
the placenta becomes detached to a corres- 
ponding degree. 

Joslin and White”, are in the process of 
investigating the part played by the presence 
or absence of arteriosclerosis of the pelvic 
blood vessels (severe degrees of which would 
certainly limit the blood supply to the uter- 
us) in determining the course of pregnancy 
in diabetic women. This same line cf reason- 
ing applies equally to the problem of chronic 
hypertension and pregnancy, and would ex- 
plain why patients with malignant hyper- 
tension who have had a favorable response 


to lumbodorsal splanchnicectomy are able to 
go through pregnancy successfully'''’. 

The Smiths”) have noted that the embar- 
rassment of placental circulation incident to 
uterine contractions causes an immediate re- 
duction in the supply of progesterone and 


estrogen. Hingson''*’ has been able to con- 
trol eclampsia by continuous caudal anal- 
gesia, which causes vasodilatation. 

It is possible that other observed facts 
about toxemia may be fitted in when the 
complicated theories regarding placental hor- 
mone production and utilization, and the in- 
terrelationships between chorionic gonado- 
tropin, the estrogens, and progesterone have 
been more fully worked out. Much remains 
to be done; yet it seems worth while to direct 
attention to the fact that the hormone pat- 
tern associated with abortion in early preg- 
nancy, and with toxemia and placental sep- 


Kellogg, F. S.: Toxemias of Pregnancy, Clinics $:5°5-647 
(Oct.) 1945. 

16, Joslin, E, P.: Lecture at the Watts Hospital Symposium, 
Durham, North Carolina, February, 194s. 

11. Newell, J. L. and Smithwick, R. H.: Pregnancy Following 
Lumbodorsal Splanchnicectomy for Essential and Malig 
nant Hypertension Associated with Chronic Pyelonephritis, 
New England J. Med. 236:851-858 (June 5) 1947, 

. Smith, G. V. and Smith, O. W.: Estrogen and Progestin 
Metabolism in Pregnancy; the Endocrine Imbalance of 
Preeclampsia and Eclampsia. Summary of Findings to 
February, 1941, J, Clin. Endocrinol, 1:470-476 (June) 1941, 
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aration in late pregnancy, is high chorionic 
gonadotropin and relatively low estrogen and 
progesterone. 
Prophylaxis 

I have discussed at length all these experi- 
mental and theoretical considerations, be- 
cause they seem to point to a plan for pro- 
phylaxis. Kellogg’’'") recommends special 
precautions in what he calls the “suspect 
toxemic group” of prenatal patients. He in- 
cludes in this group patients with established 
vascular disease, or a family history of vas- 
cular Cisease; patients with chronic glomer- 
ular nephritis, or with a history of acute ne- 
phritis, scarlet fever, pyelitis-pyelonephritis, 
sterility or habitual abortion, previous 
“pregnancy toxemia,” stillbirth, or prema- 
ture delivery of a living child with or without 
toxemic manifestations; and patients with 
diabetes, obesity, a low basal metabolism 
with cr without high blood cholesterol, a 
diastolic pressure of 70 or more on two or 
three observations, or a toxemic appearance. 


Vitamin B 


In addition to the most meticulous sort of 
routine prenatal care, with emphasis on 
weight control and frequent prenatal cheeks, 
Kellogg gives these patients synthetic vita- 
min E, 300 mg. per day. He admits that his 
reasons for so doing are not very convincing 
and goes so far as to wish that someone 
would either refute or substantiate Shute’s 
work instead of ignoring it. Most observers 
seem to be of the opinion that no clearcut 
proof that vitamin E is of therapeutic value 
has been established. 

Stilbestrol 

Hormone tests to point out the patients 
who are likely to develop toxemia and clini- 
cal placental separation are at present im- 
practical for most of us. The evidence we 
have just been over that stilbestrol may be 
valuable as a prophylactic measure is suffi- 
ciently convincing to me, and I plan to use 
it for the cases that are included in Kellogg’s 
“suspect toxemic group.” It is relatively 
cheap, and has been shown to be safe for 
pregnant women in large doses. I do not see 
that there is anything to lose by giving it. 
The dosage schedule recommended by the 
Smiths" is as follows: diethylstilbestrol by 
mouth, starting at the beginning of the six- 
teenth week with 30 mg. daily, and increas- 


Toxemia of 
1947. 
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ing the daily dose by 5 mg. at weekly inter- 

vals through the thirty-fifth week. For this 

purpose, 25 mg. tablets may be supplemented 

by 5 mg. tablets to give the correct dosage. 
Diagnosis 

In regard to the diagnosis of premature 
separation of the placenta, I have found little 
new to offer. Shute''*’, in connection with 
his clinical use of vitamin FE, has directed 
attention to the common areas of uterine 
tenderness which may occur at any time 
during pregnancy, and sometimes are ac- 
companied by external bleeding. He believes 
these to be due to small retroplacental hem- 
orrhages. He thinks that careful examina- 
tion for such areas is an important part of 
routine prenatal care, and that patients who 
have them, with or without bleeding, should 
be treated as potential cases of toxemia and 
premature placental separation. 

Near term, the differential diagnosis is 
nearly always between premature separation 
and placenta praevia. I have found lateral 
soft tissue films helpful in differentiating 
between placenta praevia and mild cases of 
premature separation where pain is not 
prominent. In taking such x-rays it is imper- 
ative that there be in the bladder either an 
open indwelling catheter, to assure its being 
empty, or some contrast medium such as air 
or iodide, so that its limits can be unmis- 
takably defined. 


15. Shute, E.: Vitamin E in the Prophylaxis of Abruptio Pla- 
centae, Surg., Gynec., & Obst, 75:515-519 (Oct.) 1942, 


TREATMENT OF PREMATURE 
SEPARATION OF THE PLACENTA 


W. L. THOMAs, M.D. 
DURHAM 


Hemorrhage, the most common cause of 
maternal death, is in most instances pre- 
ventable. We have at our command (espec- 
ially in those hospitals with blood banks) 
the means to replace at once at least the 
amount of blood that was lost. 

The etiology of separation of the normally 
implanted placenta has just been ably dis- 
cussed, It is generally agreed that manitfes- 
tations of toxemia precede the abruption in 
more than 50 per cent of the cases. I con- 
tend that the severe type of toxemia is almost 
totally preventable by good obstetric care— 
controlled weight gain, high protein diet, and 
low sedium intake. There are those present 
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who, I am sure, will disagree with this 
contention. Toxic separation of the placenta 
could, nevertheless, be prevented in many in- 
stances. Prevention is, after all, the best 
management of any disease process. 

There has been a tendency during the past 
few years to treat almost all cases of ab- 
ruptio placentae conservatively. It has cer- 
tainly been the general rule in our hospital. 
I believe that conservative management will 
in due time replace cesarean section, even 
for the most severe degrees of placental 
separation. The general practitioner should 
by all means manage the problem in a con- 
servative fashion. Rarely, it may be neces- 
sary to remove a uterus that fails to contract. 

Management before Delivery 

Every woman who bleeds during the last 
few months of pregnancy should be sent to 
the hospital in an ambulance, not in an auto- 
mobile. No vaginal or rectal examination 
should be done before hospitalization, and 
the vagina should not be packed. The first 
thing to do upon the patient’s admission to 
the hospital is to type, Rh-test, and cross- 
match her blood. If the laboratory and clin- 
ical findings reveal that she has lost blood 
or is losing blood, this should be replaced 
and more blood made available in case it is 
needed. I cannot emphasize too much that 
this is the first and most important thing to 
do. 

Methods of Delivery 

A rectal examination should never be done, 
even in the hospital. The patient is moved 
to the delivery room, where all preparations 
have been made for either conservative man- 
agement or cesarean section. A sterile vag- 
inal examination is then done. Each patient 
should be individually considered. The choice 
of treatment is dependent upon several fac- 
tors, chief among them the general condition 
of the patient, the severity of symptoms, the 
degree of placental separation, the degree 
of cervical dilatation, and the presence or 
absence of labor. The milder degrees of sep- 
aration occurring in the course of labor and 
causing no distress to either the mother or 
the infant require no interference with the 
normal course of labor. Usually the patient 
is a multipara, and if she is not in labor arti- 
ficial rupture of the membranes should be 
performed. At this time we usually apply 
scalp traction with a Willett clamp in an ef- 
fort to shorten the latent period betwee: 
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rupture of the membranes and the onset of 
labor. Care should be taken to apply this 
clamp near the occiput, so as not to compli- 
cate labor by a deflection attitude of the 
head. 

There are very few indications for cesar- 
ean section. Inability to replace the blood 
as fast as it is lost, or some other factor 
such as cephalopelvic disproportion may, 
however, necessitate abdominal delivery. 


Management after Delivery 


Following delivery, vigilant attention must 
be given to the likelihood of postpartum 
hemorrhage. In some of these patients the 
uterus, especially if it is of the Couvelaire 
type, will fail to remain firmly contracted, 
and a relatively small amount of bleeding 
will be poorly tolerated. If intravenous oxy- 
tocies fail, firm packing of the uterus and 
vagina is urgently indicated. A hysterec- 
tomy should be done if the patient bleeds 
through this tight uterovaginal tampon. 

I also believe in the prophylactic use of 
chemotherapy and antibiotics in these pa- 
tients because of the manipulations and 
trauma they have sustained. 

Our records show that very few of the 
maternal deaths at Duke Hospital which re- 
sult from abruptio placentae are due to hem- 
orrhage per se. Anuria, with or without bi- 
lateral symmetrical renal cortical necrosis, 
has been the chief cause of death. The treat- 
ment of anuria has been most unsatisfactory. 
Perhaps the conduction spinal anesthesia, as 
advocated by Hingson, may save some of 
these patients (especially those without 
renal cortical necrosis). Continuous — peri- 
toneal irrigation and renal decapsulation 
have also been used. Microscopic examina- 
tion of the kidneys from patients dying with 
bilateral renal cortical necrosis show throm- 
boses of interlobular arteries, with coagula- 
tion necrosis. 


Case Report 


A 27 year old colored woman was referred by her 
local physician on May 1, 1948, at 11:30 p.m. with 
a history of profuse vaginal bleeding of twenty-four 
hours’ duration, associated with lower abdominal 
pain. 

The patient had had “high blood pressure” with 
her three previous pregnancies. During her present 
pregnancy, which was near term, she had been seen 
by her local physician only twice, in March, His 
findings at this time were not known. 

The patient began to have mild lower abdominal 
pain, associated with moderate vaginal bleeding, 
around midnight on April 30. On the afternoon of 
May 1, the vaginal bleeding became profuse and was 
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associated with the passage of large clots. She tele- 
phoned her local physician, who referred her to an- 
other doctor. The latter checked her blood pressure 
and found it to be 190 systolic, 120 diastolic; two 
hours later, it was 80 systolic, 0 diastolic. He noted 
that the uterus was getting larger, and sent her to 
the hospital. No vaginal or rectal examinations were 
made, and no vaginal pack inserted. 

Examination on admission showed an obese col- 
ored woman complaining of severe lower abdominal 
pain. Her blood pressure was 100 systolic, 70 dias- 
tolic, temperature 37.3 C. (99.1 F.), pulse 120. The 
optic fundi revealed arteriovenous nicking and tor- 
tuosity, with silvering of the vessels; no exudate 
or hemorrhage was noted. Slight edema of the face 
and marked edema of the lower extremities were 
present. The abdomen was enlarged to the size of 
a term pregnancy. The uterus was board-like, with 
marked tenderness; no fetal movements were dis- 
cernable, and the fetal heart sounds were absent. 

The hemoglobin was 40 per cent. A catheterized 
specimen of urine contained albumin (4 plus), no 
sugar or acetone, a few granular casts, and an oc- 
casional white blood cell and red blood cell. A diag- 
nosis of ablatio placentae, hypertensive toxemia 
obesity, and marked secondary anemia was made. 


Outline of therapy and course 


11:30 p.m. 1. 


Cells and serum drawn for typi 
May 1, 1948 or typing, 


Rh-testing, and cross-matching. 
1000 cc. of 5 per cent glucose in 
water given intravenously; 10 mg. 
of morphine and 4 mg. of atropine 
given intramuscularly. 
Blood pressure checked every five 
minutes. 
Perineal preparation; no enema. 
500 ce. of citrated blood given in- 
travenously 
Patient moved to delivery room 
Sterile vaginal examination showed 
the cervix 5 cm. dilated, the mem- 
branes ruptured, dark uterine bleed- 
ing with clots in the vagina. Vertex 
presentation in right occiput trans- 
verse position, 2 em, above the 
ischial spines. No placenta felt, but 
clots felt in the lower uterine seg- 
ment. 

Willett’s clamp applied to the occi- 

put; trial traction showed good ap- 

plication, One pound weight applied 
to clamp. 

Patient left on delivery table. Blood 

pressure 140 systolic, 100 diastolic. 

No further external bleeding. Ute- 

rus contracted. 

Spontaneous delivery of a stillborn, 

slightly macerated male infant— 

right occiput anterior. Pitocin, 1 cc., 
given intramuscularly. 

Spontaneous delivery of part of the 

placenta—typical ablatio. 

11. Manual removal of retained por- 
tions of placenta. Uterus contracted 
well following Ergotrate, 1 cc. 

12. Patient left on table for two hours. 
No further bleeding. Uterus re- 
mained well contracted. Blood pres- 
sure 160 systolic, 100 diastolic. To- 
tal of 1000 cc. of citrated blood 
given. 

Penicillin and. sulfadiazine started. 
Hemoglobin 60 per cent, Blood 
pressure 170 systolic, 110 diastolic. 


12:15 a.m. 
May 2, 1948 


1 a.m. 


4:55 a.m. 


5:35 a.m. 10. 
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Summary 


Hemorrhage is the chief cause of ma- 
ternal deaths. 

Toxemia of pregnancy is an etiologic fuc- 
tor in more than 50 per cent of the cases 
of abruptio placentae. Expert obstetric 
care offers much in the way of preven- 
tion. 

Hospitalization of the patient is impera- 
tive in cases of abruptio placentae. 
Replacement of lost blood or blood being 
lost is the first and most important thing 
to do. 

Conservative measures to evacuate the 
uterus will serve the best interests of the 
mother and infant in most instances. 
Operative furor and traumatic proced- 
ures for delivery have no place in the 
management of premature separation of 


the placenta. 
* * * 


ANTEPARTUM AND POSTPARTUM 
BLEEDING FROM THE STANDPOINT 
OF THE GENERAL PRACTITIONER 


J. STREET BREWER, M.D. 
ROSEBORO 


In this discussion the problem of ante- 
partum and postpartum bleeding will be con- 
sidered from the standpoint of general prac- 
titioners in the smaller cities, small towns, 
and rural areas. When the general practi- 
tioner in a large city sees a case of ante- 
partum or postpartum bleeding, he should 
handle it as the obstetric specialist would, 
if he thinks he is capable and has hospital 
privileges, or should immediately refer the 
patient to an obstetrician. The problem con- 
fronting the general practitioner in a small 
town or rural area is somewhat different. 
This doctor is usually working alone, or per- 
haps with a nurse, and is often many miles 
from a hospital and consultants, and maybe 
even from a telephone. He often finds him- 
self in a precarious and critical situation. He 
needs, therefore, to prepare himself for these 
emergencies by having proper equipment for 
the control of hemorrhage and the replace- 
ment of blood volume by glucose or plasma; 
and also by training himself to know what 
to do and how to do it, and above all, what 
not to do, 

Let no one think, because he has never had 
a case of fatal hemorrhage, that it is not a 
fairly common occurrence. The records of 
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the Committee on Maternal Welfare show 
that hemorrhage is an all too frequent cause 
of maternal deaths in North Carolina. In 
1947, 75 mothers in North Carolina died 
from hemorrhage—many of them without 
the care of a physician, but some of them 
in hospitals. Obstetric hemorrhage is an 
ever present danger for those who practice 
obstetrics. Therefore, let every doctor who 
takes an obstetric case develop a healthy re- 
spect for blood. It is the fluid that feeds the 
body and sustains life. Without a fair 
amount of it, no man or woman lives very 
long. Let the physician learn to fear bleed- 
ing ina pregnant or postpartum woman. Let 
him adopt De Lee’s motto, “Save Blood.” It 
should be painted on every obstetric bag and 
on the walls of every delivery room in the 
land. 
Prophylaxis 


The doctor who has a healthy respect for 
blood and who fears bleeding will be most 
likely to do everything possible to prevent 
bleeding in his obstetric patients. He will 
give them good prenatal care and will make 
every effort to bring them to the last tri- 
mester of pregnancy and to labor with blood 
rich in hemoglobin and red cells. The loss 
of a quart of blood in a woman with 13 to 
16 Gm. of hemoglobin and 4,000,000 to 5,- 
000,000 red cells is one thing; the loss of a 
quart of blood in a woman with 9 or 10 Gm. 
of hemoglobin and 3,000,000 red cells is 
quite another, and far more serious affair. 
The patient whose blood is rich is not nearly 
so likely to bleed post partum. It is almost 
axiomatic that those who can least afford it 
bleed most. 


Antepartum Hemorrhage 


Antepartum hemorrhage is an accident of 
pregnancy. Prenatal care will not prevent 
it, but will detect it early and enable the doc- 
tor to do something about it. The general 
practitioner should treat every case of vagi- 
nal bleeding in the last trimester of preg- 
nancy as potentially one of placenta praevia 
or premature separation of the normally im- 
planted placenta. 

There should be no question about prema- 
ture separation. The tense, distended, pain- 
ful abdomen is almost unmistakable. What 
is the general practitioner, working alone in 
a remote area, going to do in a case of pre- 
mature separation? He may, under the 
strictest aseptic precautions, make one vag- 
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inal examination to confirm or disprove his 
diagnosis and to determine the condition of 
the cervix. If the cervix is firm and not di- 
lated, the patient should be immediately 
transported to a good hospital. If the cervix 
is fairly well dilated or is obliterated, with 
a soft os and as much as two fingers’ dilata- 
tion, the membranes should be ruptured, al- 
lowing the amniotic fluid to escape. The 
uterus, contracting on the fetus and placenta, 
will prevent further bleeding. Labor may be 
allowed to progress naturally, or perhaps 
prompted by a very small dose of Pitocin. 
Delivery of a stillborn fetus will usually be 
accomplished within a few hours. The 
mother will usually survive, if blood loss is 
treated appropriately. 

Painless bleeding at the onset of labor may 
be due to placenta praevia or to a tear in the 
mucosa of the cervix associated with dilata- 
tion. In these cases the general practitioner 
may be permitted one strictly aseptic vaginal 
examination, when he will usually find the 
cervix dilated to admit one or two fingers. 
He may very gently pass the finger inside 
the cervical canal, and if no placental tissue 
is felt, may assume that the bleeding is due 
to a mucosal tear associated with dilatation. 
If the cervix is fairly well effaced and di- 
lated 5 cm. or more, the doctor may play safe 
and rupture the membranes. This procedure 
will control the bleeding from marginal pla- 
centa praevia, if this condition is present. 

Placenta praevia usually causes bleeding 
a month or two before the onset of labor. 
Painless hemorrhage during the seventh or 
eighth month must be assumed to be from 
placenta praevia unless one can prove other- 
wise. The general practitioner should refer 
these patients to an obstetric specialist. They 
should be referred at the first hemorrhage, 
which, though usually small in amount, is 
the forerunner of other and more serious 
bouts of bleeding. There is too much risk 
involved to attempt to treat these patients 
in the home, except in case of emergency. 


Postpartum Hemorrhage 


Postpartum hemorrhage will give a gen- 
eral practitioner much more trouble and 
concern than antepartum bleeding. It is an 
ever present danger, and he should be pre- 
pared for it in every obstetric case by hav- 
ing his patient in gocd physical condition 
with good, rich blood. He must carry with 
him material for packing the uterus, and 
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blood plasma to replace blood loss, if neces- 
sary. 

Much blood can be saved by proper atten- 
tion to the third stage of labor. Premature 
efforts to expel the placenta before it is sep- 
arated should be avoided. The doctor should 
not pul! hard on the cord. The uterus should 
be watched carefully after the birth of the 
child, and as soon as the well known signs 
of separation are evident the placenta should 
be expressed from the uterus and vagina by 
either of the accepted methods. 

Oxytocies such as Pitocin and Ergotrate 
may be administered immediately after the 
birth of the baby, or as soon as the placenta 
is expelled. My own preference is to give an 
ampule of Ergotrate by vein immediately 
after the baby is born, or not until after the 
delivery of the placenta. 

The uterus should be carefully watched 
for at least one and preferably for two hours 
after delivery is completed. In my opinion 
the greatest danger from postpartum bleed- 
ing is not in those patients who bleed 
promptly and profusely immediately after 
delivery of the placenta. Bleeding in these 
cases usually stops without too much trouble. 
The danger is in the woman who bleeds a 
little, but keeps on bleeding. The tendency 
is to wait and hope that it will stop. Mean- 
while, the uterus gets softer and softer, and 
too often, before anyone realizes it, a great 
quantity of blood is lost and the patient is 
in extremis, 

When the doctor leaves, these patients are 
usually without a trained attendant. If there 
is doubt about the danger of postpartum 
hemorrhage, it is safest to pack the uterus. 
Packing of the postpartum uterus is, I think, 
regarded too seriously. The old Philadelphia 
adage used to be that “One can invade the 
uterus one time without fear. It is the sub- 
sequent invasions that stir up infection.” It 
is much safer for the doctor out in the coun- 
try to pack the uterus and give an iniection 
or two of penicillin in cil than it is to leave 
a woman bleeding too freely. 

Conclusion 

May I emphasize again that if the general 
practitioner will bring his patient to late 
pregnancy and labor in fine physical condi- 
tion, with rich blood, he has done much to 
prevent obstetric hemorrhage. Let him be 
conservative in the administration of anal- 
gesic and anesthetic drugs during labor, and 
cautious in handling the third stage of labor. 
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If he does these things, he will seldom see 
dangerous bleeding. If a serious hemorrhage 
should occur, however, let him be prepared 
in heart and spirit and with material thins 
to act boldly and promptly. 


THE CONTROL OF ELECTROLYTE AND 
WATER BALANCE IN SURGICAL 
PATIENTS 


WILLIAM A. WOLFF, Ph.D. 
and 
FELDA HIGHTOWER, M.D. 
WINSTON-SALEM 


Within the brief span of fifteen years the 
subject of electrolyte and water balance has 
changed from a problem of research and 
academic interest into a matter of tremen- 
dous importance in the daily care of surgi- 
cal patients. New developments come so 
rapidly that reviews of the subject must be 
made at frequent intervals, and current prac- 
tices changed accordingly. Among the num- 
erous developments of the past five years we 
may select several topics for consideration 
at this time. 

1. Of prime importance is the fact that 
peripheral vascular failure simulating sur- 
gical shock has been recognized as a terminal 
event in cases of severe dehydration and 
electrolyte loss—for example, in patients 
with neglected intestinal obstruction or dia- 
betic coma. 

2. There is a growing feeling that isotonic 
saline solution has been used too genersu-ly, 
and that innumerable cases of edema have 
resulted from this therapeutic procedure. 

3. After several vears of clinical experi- 
mentation with quantitative dosage of pa- 
renteral fluids according to mathematical 
formulas, we are beginning to recognize that 
every calculated dose must be modified to 
suit the individual patient and his condition 
at the time of administration. 

4. The fourth new viewpoint refers to 
edema. In years past we have considered the 
plasma protein level as the determining fac- 
tor for edema. Today, we recognize several 
other factors as equally important. 

5. Finally, old concepts concernins the 
fixation of potassium within the cells and the 
From the Laboratory of Clinical Chemistry and the Depart- 
ment of Surgery, Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem, North Carolina. 
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presence of sodium in the extracellular fluids 
must be modified in view of the recent dis- 
covery that sodium and potassium ions mi- 
grate readily across cell membranes. In cer- 
tain pathologic conditions this interchange 
has resulted in a serious deficit of tissue po- 
tassium and the accumulation of sodium 
compounds within the cells. The possibility 
of such a deficit of potassium must be con- 
sidered in planning parenteral fluids. 


Physiologic Effects of Trauma 


Abundant evidence has accumulated on 
the physiologic effects of trauma, including 
the tissue damage incident to all major surgi- 
cal procedures. The most striking of these 
effects is a marked increase in protein catah- 
ol’sm, which produces a negative nitrogen 
balance unless the protein intake is  in- 
creased to a corresponding degree. A second 
effect is the impairment of renal function 
which results from the use of all the common 
anesthetic agents and from surgical trauma. 
The oliguria or anuria seen in the crush 
syndrome is a spectacular example of this 
type of renal impairment. A third, but less 
well known, effect of trauma is the “alarm 
reaction” or hyperactivity of the adrenal 
cortex. All three of these factors are ‘nti- 
mately associated with electrolyte and water 
balance in the surgical patient. From pro- 
tein catabolism come acids which may con- 
tribute to the development of acidosis, while 
adrenal cortical hormones cause the reten- 
tion of sodium chloride and water. This sit- 
uation is aggravated by the failing kidney. 


Problems of Electrolyte and Water Balance 


Disturbances in electrolyte and water bal- 
ance may be roughly classified into three 
groups: (1) dehydration produced by acute 
water loss, (2) abnormal distribution of 
body water, usually between the plasma and 
interstitial fractions, and (3) edema. cr the 
accumulation of excessive amounts of water 
and electrolytes. 

Dehydration (table 1) 

The clinical picture of acute dehydration 
is fairly definite. The patient is thirsty, has 
a dry buccal mucosa, and may have an ele- 
vated temperature. Tissue turgor is lacking, 
and the skin may be pinched up into a per- 
sistent fold. In more extreme cases there are 
mental disturbances, the eyeballs are soft 
and depressed in the socket, and little or no 
urine is passed. The clinical impression may 
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Table 1 


Dehydration Due io Acute Water Loss 


Laboratory Findings 

High specific gravity of 
urine 

High nonprotein 
nitrogen 

Hemoconcentration 
Hematocrit and RBC 
Plasma protein 
Specific gravity 

Electrolyte imbalance 


Clinical Findings 
Thirst 

Dry buccal mucosa 
Elevated temperature 
Absence of tissue turgor 
Mental disturbances 


Eyeballs soft and 
pressed in sockets 


Oliguria or anuria 


de- 


be confirmed by laboratory data showing a 
high nonprotein nitrogen, marked hemocon- 
centration indicated by hematocrit or plasma 
protein values, and frequently an imbalance 
in plasma electrolyte concentrations. 

Cases of dehydration may be further 
divided into four subgroups (table 2), each 
characterized by typical laboratory findings 
and clinical pictures: (1) Water loss only, 
apart from any disturbance in electrolytes, 
is seen with excessive sweating and seldom 
with any other clinical condition. (2) Loss 
of salt and water from the extracellular fluid 
fraction may be seen in patients with diar- 
rhea or with an ileostomy. This condition 
may develop without any change in the con- 
centration of plasma electrolytes, even 
though there is a marked decrease in the 
total amount of electrolytes present. (3) 
Pyloric obstruction, characterized by salt 
and water loss with a hypochloremic alkalo- 
sis, is an example of the third subgroup. (4) 
The reverse of this condition, salt and water 
loss with acidosis, is associated with a biliary 
fistula, uncontrolled diabetes, and starvation. 


Abnormal distribution of 
extracellular fluids 

The second major category, abnormal dis- 
tribution of extracellular fluid, is represented 
by shock, resulting from either surgery, hem- 
orrhage or burns (table 3). In all three con- 
ditions there is a marked shift of fluid from 
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the vascular compartment to the interstitial 
fraction, together with a failure in peripher- 
al circulation. The pale, cold and clammy 
skin, the rapid, thready pulse, the collapsed 
veins, and falling blood pressure are indica- 
tions of circulatory disturbances caused by 
a sudden decrease in effective circulating 
blood volume. The laboratory findings— 
hemoconcentration, hypoproteinemia, and 
acidosis—are identical in traumatic and 
burn shock, whereas in hemorrhagic shock 
there is hemodilution caused by the loss of 
red cells and the compensatory transfer of 
interstitial fluid into the vascular compart- 
ment. 


Edemu 

The third type of fluid imbalance, massive 
edema with a relatively normal circulating 
blood volume, cannot be discussed at this 
time, except to point out the fact that exces- 
sive use of isotonic saline will produce “salt 
edema.” 


Criteria for Fluid Administration 


In setting up criteria for fluid administra- 
tion (table 4) may we emphasize the fact 
that every patient presents an individual 
problem which varies according to the his- 
tory and the clinical and laboratory findings. 
Variations in renal] function and in the cardi- 
ovascular state may change the program 
from patient to patient. A routine program 
for fluid administration cannot be set up; it 
must be tailored to meet specific needs at a 
given time, and will vary from hour to hour 
and day to day. Three basic considerations 
must be kept in mind: (1) the daily require- 
ments for water, electrolytes, and nutritional 
factors; (2) replacement of abnormal fluid 
losses, and (3) correction of electrolyte im- 
balances. 

Basal requirements 

The daily basal fluid requirement for the 

postoperative adult patient is 2 to 3 liters of 


Table 2 
Types of Dehydration 


Type 
Water loss only 


Electrolyte Concentration 
Chloride and total base increased 


Clinical Condition 
Producing Dehydration 
Excessive sweating 


Bicarbonate normal 


Salt and water loss Normal 
Salt and water loss 
with alkalosis 
Salt and water loss 


with acidosis Bicarbonate low 


Chloride and total base low 
Bicarbonate increased 
Chloride and total base low 


Colitis with diarrhea 
Tleostomy 
Pyloric obstruction 


Biliary fistula 
Diabetic complications 
Starvation 
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Table 3 
Abnormal Distribution of Fluids and Electrolytes 


16 
Condition Appearance 
Surgical Shock Very ill 
Dilated pupils 
Perspiring 


Pale or ashen color 
Cold and clammy 


Mental dullness 
Reacts to pain 


Laboratory Findings 
Decreased urine 
Hemoconcentration 

Increased RBC 

Increased WBC 

High hematocrit 
Hypoproteinemia 
Acidosis 


Rapid, thready pulse 
Falling blood pressure 


Collapsed veins 


Shallow, rapid respirations 
Low temperature 


Extreme pallor 


Hemorrhage 
Restlessness 


Deep, rapid respirations 


Thirst 


Severe pain 


3 s 
Chilliness 


Decreased urine 
Hemodilution 

Fall in RBC 

Low hematocrit 
Hypoproteinemia 
Decreased urine 
Increased NPN 
Hemoconcentration 


Depressed sensorium 
Increased pulse 
Falling blood pressure 
Elevated temperature 


Increased RBC 
High hematocrit 
Hypoproteinemia 


Thirst 


water, which may be given intravenously as 
a 5 per cent glucose solution. Nutritional 
factors, including 50 or more grams of pro- 
tein or its amino acid equivalent and the 
proper vitamins, are also essential. Begin- 
ning on the second postoperative day, the pa- 
tient needs 8 to 5 Gm. of electrolytes, chiefly 
sodium chloride, which is conveniently sup- 
plied by 500 ce. of Ringer-lactate solution. 
Intravenous solutions are used only as a last 
resort to cope with an emergency. All fluids, 
electrolytes, and food stuffs should be given 
by mouth whenever possible. 


Replacement of abnormal fluid loss 


In addition to daily requirements we must 
consider abnormal fluid loss in patients with 


Table 4 
Criteria for Fluid Administration 


History, clinical, and laboratory findings 
Renal function and cardiovascular status 
Daily basal requirement 
Water—2 or 3 liters, 5° glucose 
Electrolytes—250-500 ce. Ringer’s solution 
Nutritional factors—proteins and vitamins 
Compensation for abnormal loss 
(dehydration, gastric suction, wound drainage, 
hemorrhage) 
Fluid—50‘; water with glucose 
40% Ringer’s solution 
10% sixth molar sodium lactate 
Protein—plasma or amino acids 
Blood—whole blood transfusion 
Electrolyte imbalance 
Saline, lactate, ammonium chloride 


Acidosis 


dehydration, gastric suction, wound drain- 
age, or hemorrhage. For replacement of 
fluids in dehydrated patients, 50 per cent of 
the volume prescribed should be glucose and 
water, 40 per cent should be Ringer’s solu- 
tion, and the remaining 10 per cent should 
be sixth molar sodium lactate. This balanced 
salt solution imposes no extra burden on the 
kidney, and covers any potassium deficit 
which may be present. Protein lost by burns 
must be replaced by plasma transfusions. 
Protein lost in wound drainage is replaced 
either by plasma transfusions or by amino 
acid solutions. Red cell losses must be cov- 
ered by whole blood transfusions or by red 
cell suspensions. 


Correction of electrolyte imbalances 


Correction of electrolyte imbalances must 
be planned in the light of individual compli- 
cations in each case. Acidosis is corrected 
by sodium lactate or sodium bicarbonate so- 
lution, preferably given by mouth. Hypo- 
chloremic alkalosis may be corrected by am- 
monium chloride solutions given intraven- 
ously—a marked improvement over the time 
honored treatment with isotonic — saline. 
Chloride levels should be maintained in the 
low normal range, because edema due to ex- 
cessive saline administration is a serious 
danger. In restoring depleted chlorides a 
balanced salt solution such as Ringer-lactate 
is preferable to isotonic sodium chloride. 
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Conclusion 

It is just as important to give the proper 
quantity of water and electrolytes as it is to 
give the correct dose of any powerful drug. 
Inadequate or excessive fluid administration 
gives the surgeon a false sense of security 
and may prove disastrous to the patient. We 
use formulas for calculating the volume of 
fluid needed by a dehydrated patient, the 
amount of alkali necessary to correct the 
acidosis, the amount of ammonium chloride 
needed in hypochloremic alkalosis, and the 
plasma protein deficit in severe burns. How- 
ever, these calculated values are considered 
as suggestions only, and the final program 
of fluid administration must be adjusted to 
fit the clinical picture at the moment. In 
short, the control of electrolyte and water 
balance in surgical patients is a clinical prob- 
lem which must be handled by the surgeon 
rather than by a slide rule. 


A PHOTOFLUOROGRAM OF THE 
NORTH CAROLINA BUREAU OF 
TUBERCULOSIS CONTROL 


T. F. VESTAL, M.D. 
WINSTON-SALEM 


The Bureau of Tuberculosis Control was 
established by the State Board of Health, 
and began its existence on January 1, 1945. 
It came into being absolutely penniless. By 
agreement (Title VI of the Social Security 
Act), federal funds paid the salary of the 
director, its only employee at that time, until 
other funds could be made available. Federal 
grant-in-aid funds were anticipated, and the 
1945 General Assembly appropriated $2),- 
000 per year to be used in administering 
these federal funds. However, this money 
did not become available until July 1, 1945. 
In May, 1945, the first federal tuberculosis 
funds—about $18,000—were turned over to 
the state to be used during the remainder of 
that fiscal year. Personnel was scarce, and 
suitable equipment was almost unobtainable. 
Contracts for x-ray equipment were placed, 
and all available funds were obligated. 

Since July, 1945, the Bureau has had a 
combined state and federal annual budget of 
approximately $227,000. Of this amount 
about $120,000 annually is apportioned to 
the budgets of the local departments of 
Read before the Section on Public Health and Education, 
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health throughout the various counties of 
the state. A reasonable sum is set up to be 
used in training personnel. The remainder 
is used to purchase needed equipment and 
supplies, employ necessary personnel, and 
operate mass tuberculosis surveys through- 
out the state. 


Present Equipment 


At the close of the year 1947 the Bureau 
had in operation five mobile x-ray units, 
housed, transported, and operated in heavy 
army trailers, and pulled by 2's ton Inter- 
national tractor trucks. These units are so 
equipped that they can turn out 70 mm. flat 
films or 70 mm. stereoscopic films, both of the 
roll type; 4 by 5 inch flat films or 4 by 5 inch 
stereoscopic films, both of the cut film type; 
or 14 by 17 inch flat films. A sixth unit of a 
similar type is installed in the lobby of Duke 
Hospital for the purpose of x-raying all new 
patients. This is a research project, con- 
ducted jointly by the State Board of Health 
and Duke Hospite]. It is not a new idea, but 
is being used by numerous hospitals through- 
out the country, and with excellent case- 
finding results. So far as we know, the Duke 
unit is the only one in operation in this state. 
Four-by-ten inch stereoscopic cut films are 
in use. 

The Bureau also owns three additional 
army trailers, two of which are on loan to 
the United States Public Health Service for 
its District of Columbia survey. The third 
has been borrowed by Forsyth County for 
industrial work. Two electric generators are 
used in locations where commercial power is 
not available. One of these is installed on a 
1! ton Ford truck, and the other in a GMC 
laboratory truck also owned by the Bureeu. 
A suburban panel truck was purchased and 
is now in use as a pick-up. Two additional 
x-ray units—duplicates of those now in use 
—have been purchased, but not yet delivered. 
These will probably be used for follow-up 
work in counties that do not have adequate 
x-ray facilities. 


Mass Tuberculosis Surveys 


Tiupes of films used 

Beginning in 1942, we have tried out all 
three of the more common miniature film 
sizes—the 35 mm., the 70 mm., and the 4 by 
5 inch cut film—both single and stereoscopic. 
Each type has its ardent supporters. We pre- 
fer the 70 mm. roll film and the 4 by 5 inch 
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cut film, either single or preferably stereo- 
scopic. For screening purposes in mass sur- 
veys we feel that the single 70 mm. roll film 
is the method of choice. For more detailed 
work, we feel that the 4 by 5 inch stereo- 
seopic film (commonly known as the ‘4 by 
10”) is as satisfactory as the conventional 
14 by 17 inch flat film. For routine hospital 
admission examinations, the 4 by 10 inch 
film has definite advantages, especially in fil- 
ing and in ease and speed of processing cer- 
tain emergency cases, 
Surveys tn industry 

Prior to 1945 we had experimented on a 
small scale with the x-ray examination of 
reasonably large numbers of people in in- 
dustry. Since about 1936 the Division of 
Industrial Hygiene has been examining an- 
nually hundreds of employees in the dusty 
trades. It was not until some six years later, 
however, that the miniature film was used 
extensively in the state. 


County-wide surveys 

It was not until the spring of 1946 that 
the first real survey got under way. Only 
one of our x-ray units had been delivered. 
This first survey, made in Rockingham 
County, suffered the hazards of inexperience 
on the part of all of us. The few employees 
that we had been able to recruit were, of 
course, new and inexperienced. Some of them 
were unqualified and later had to be replaced. 
Notwithstanding all the expected and some 
unexpected upsets, a creditable job was done. 

In July, 1946, the United States Public 
Health Service joined us with both equip- 
ment and personnel in the Gaston County 
survey, which included 104 industries and a 
total of 51,474 people examined in the county 
during a period of six weeks. During the 
calendar years of 1946 and 1947 surveys 
have been conducted in fifteen counties and 
numerous Other cities and school groups— 
a total of about half a million people ex- 
amined. 


results 

The figures in table 1 are based on the 
work done in Gaston, Cleveland, Wayne, 
Edgecombe, Halifax, Wake, Catawba, Lin- 
coln, Alexander, and Buncombe Counties. 
They represent a fair cross section. 

We wish to emphasize the fact that these 
findings are based on the survey films only, 
and on such follow-up work as can be done 
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Table 1 
Results of X-Ray Surveys in Ten Counties 
No. Percent. 
Total number x-rayed ...... .284,124 
Other males 29 968 
White females —.............. 112,933 39.7% 
Other females 0.000.000... 34,061 12.0% 
Total number brought back 
for a second x-ray.......... 3,484 1.2% 
Pulmonary scar ... . 423 
Pulmonary tuberculosis 1,265 
Minimal 953 (75.3%) 
Moderately advanced ... (19.0°7) 
Far advanced ..... 72 ( 5.7%) 
Other tuberculosis .... 104 
Suspicious tuberculosis .... 143 
Non-tuberculous lesions . 940 
Cardiac pathology 262 
Pleural changes . 226 
Other pathologie condi- 
tions—tumors, ete 452 


while the survey is in progress. It is not 
presented as representing the whole story. 
That can come only with careful and some- 
times extensive follow-up and clinical work, 
done after the survey crew has moved on to 
another territory. The survey is intended 
only to screen the population and to point 
out those individuals who, from an x-ray 
viewpoint, show abnormalities of the chest. 
The final diagnosis of those abnormalities is 
the responsibility of the clinician. Many of 
these patients find their way to the practic- 
ing physician and the local radiologist. Very 
few know of their condition until it is 
brought to light in the survey film. As a re- 
sult, they are placed in the hands of the phy- 
sician early, and at a time when the condi- 
tion can be successfully treated. Seventy-five 
per cent of the cases of tuberculosis are dis- 
covered while the disease is in the minimal 
stage. The advantages to all concerned are, 
of course, quite obvious. 

In our opinion the inadequacy of follow-up 
studies is the weak link in the chain. We 
hope it can be strengthened in the near 
future. 


Conclusion 


A carefully planned program, carried out 
by well trained and interested physicians, 
nurses, and health educators, and augmented 
by at least one thousand additional sana- 
torium beds, can work miracles in tuberculo- 
sis control. The population is ready; the sig- 
nals have already been called. The medical 
profession and the legislature should now 
move with the ball. The opposing team— 
composed chiefly of old chronic cases of tu- 
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berculosis and hitherto undiscovered cases 
—should be taken out of play by separating 
the sick from the well. This can not be 
promptly done with the sanatorium beds now 
in use. Additional] ones must be found. 


Discussion 
Dr. E. H. Ellinwood (Newton): Dr, Vestal has 


done an excellent job in setting up the mechanism 
for making mass surveys. 

When we got Dr. Vestal and his staff to come 
into our county and start a mass x-ray program, 
we decided this could be an excellent opportunity 
to let people know what the Health Department was 
doing and what we had to offer to the géneral pub- 
lic. Accordingly, we took a health census, not only 
to find out where the people were located but to find 
out what the health problems in our district were. 
We had 1500 voluntary workers make a_ house-to- 
house canvass in three counties. Out of the possible 
population of 92,000 people in that district, we had 
over 81,000 cards returned completed on our census. 

What did that mean? Fifteen hundred people who 
went out and got information found out some ot the 
health problems in the district. Furthermore, 1500 
people were telling about the Health Department, 
and as a result of this census and other publicity, 
more than 40,000 people participated in the X-ray 
survey, Another result was that we not only doubled 
our staft, but doubled our budget the following year, 
indicating that we got the support of the general 
public behind our program. 

Dr. Ernest Ward (Statesville): I would like for 
Dr. Ellinwood to give us some ideas on how to re- 
cruit an army of 1500 census takers, 

Dr. Ellinwood: We got all groups interested in 
working on census cards, We got information that 
preachers were interested in, intormation tie Cham- 
ber of Commerce was interested in, and iniormation 
that we were interested in, and tried to pull in as 
many organizations as possible. The biggest ally we 
had was the Home Demonstration Clubs in the rural 
nareas. We didn’t do so well in the urban areas as we 
did in the rural. In the city, we used the old block 
systems used during the war, It was hard to reac- 
tivate those groups, but they did a fairly good job. 

Dr. Paul A. Yoder (Winston-Salem): I don’t know 
anything about group surveys, but I want to em- 
phasize a couple of points Dr, Vestal made. 

It is a far cry from the situation twenty-five ycars 
ago in this state, when Dr. McCain sent a couple ot 
feilows around with stethoscopes to find cases of 
tuberculosis, to this wonderful opportunity we have 
of finding cases. Then we found occasiona! cases of 
minimal tuberculosis, and a good many moderately 
advanced, and many far advanced cases. Now you 
are finding 75 per cent of the cases in the minimal 
stage. That makes the main problem entirely ditfer- 
ent from what it was then. Then, wnen we found 
cases of tuberculosis, it was not usually very difficult 
to convince the patient that he needed sanatorium 
treatment, because he was sick. Now most of the 
75 per cent with minimal disease are not clinically 
sick. Unless you have a full program of tuberculosis 
control, with adequate health education, you are not 
going to get the patients who can be benefited most 
into the sanatorium. 

We haven’t yet had a mass survey in Forsyth 
County, but we have taken 4 by 10 inch films on 
10,000 to 25,000 persons a year. The biggest difficulty 
we have had is in getting these patients into the 
sanatorium, and persuading them to stay there long 
enough to be cured. 
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If the whole program is carried out, I don’t think 
there is any doubt but that this will prove to be the 
most important step made in years in the control 
and eventual eradication of tuberculosis, 


STREPTOBACILLARY RAT-BITE 
FEVER IN NORTH CAROLINA 


W. F. O'CONNELL, M.D. 
DURHAM 


and 
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During the past ten years a rapidly in- 
creasing number of cases of rat-bite fever 
have been reported in the United States, Two 
etiologic agents have been demonstrated as 
the causes of rat-bite fever. The Strepto- 
bacillus moniliformis, an extremely pleo- 
morphic, gram-negative bacillus varying 
from 2 to 15 microns in length”, can be 
isolated by blood or joint cultures (using the 
recent technique advocated by Wheeler’) 
and by mouse inoculation or chick embryo 
inoculation, Agglutination tests of the pa- 
tient’s serum with streptobacillary antigen 
may give confirmatory evidence'*’. The other 
‘ausative organism, the Spirillum minus, 
consists of a spiral, short, thick body, 2 to 5 
microns in length, with a sharp curve per 
micron, and with terminal flagella which in- 
crease the length to 6 to 10 microns. This 
organism is actively motile and can be dem- 
onstrated usually by darkfield microscopic 
examination of lymph from the primary ul- 
cerated wound, lymph from a regional lymph 
gland, blood from the patient, or blood from 
a mouse or guinea pig inoculated with ma- 
terial from the sources mentioned’, 

Types of Rat-Bite Fever 

Streptobacillary rat-bite fever is associ- 
ated with animal bite and differs from 
Haverhill fever, which is a milk-borne in- 
fection caused by the same organism. The 
incubation period is usually less than 10 
days. Occasionally swelling of the primary 
the State of North Carcling, 
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wound, followed by prompt healing, occurs. 
There may be regional lymphadenitis, asso- 
ciated with a morbilliform or petechial rash, 
arthritis (in 70 per cent of the cases), leuk- 
ocytosis, and occasionally a false positive 
serologic test for syphilis (15 per cent). 
Complications which may occur are respira- 
tory symptoms, abscesses, and endocarditis. 
This form of rat-bite fever has a mortality 
of approximately 10 per cent. 

Spirillary rat-bite fever is associated with 
animal bite or animal contact. In cases of 
this type the incubation period is usually 
more than 10 days; prompt healing of the 
primary wound is followed by an indurated 
ulcer, with frequent regional lymphadenitis, 
a relapsing type of fever, a roseolar-urti- 
carial rash, arthritis rarely if ever, and 
usually leukocytosis. A false positive sero- 
logic test for syphilis is present in 51 per 
cent of the cases. Complications which may 
occur are endocarditis, and a Herxheimer 
reaction during treatment. This form of 
rat-bite fever has a mortality of approxi- 
mately 7 per cent. 


Treatment 


Through the first six months of 1945 a 
total of 39 cases of streptobacillary rat-bite 
fever and 41 cases of spirillary rat-bite fever 
had been reported in the United States”. 
Since then 2 cases of the streptobacillary 
form’ and 2 cases of the spirillar form’ 
have been reported. Cases of both types re- 
sponded adequately to penicillin therapy. 
Sprecher and Copeland: recently reported a 
case of Haverhill fever (unassociated with 
ratbite) which was not affected by penicillin 
but responded rapidly to streptomycin ther- 
apy. They also stated that in vitro experi- 
ments revealed the streptobacillus to be ap- 
proximately 16 times more resistant to peni- 
cillin and approximately 32 times more sus- 
ceptible to streptomycin than the staphylo- 
coccus. Brooksaler'’! and Weber and 
Favour’ demonstrated with in vitro experi- 
ments that the streptobacillus was very sus- 
ceptible to penicillin—a finding which con- 
firmed in vitro experiments of Altemeier and 
6. (a) Brooksaler, F.: Penicillin Therapy in Ratbite Fever, 

J. Pediat. 27:442-446 (Nov.) 1945. (b) Weber, Ro A. and 

Favour, C. B.: Rat Bite Fever Due to Streptobacillus 
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his co-workers and in vivo experiments of 
Heilman and Herrell''’’. In view of these ex- 
perimental results and several excellent clin- 
ical responses to penicillin therapy in the 
streptobacillary infections, penicillin would 
still seem to be the drug of first choice. 
Case Reports 

In 1926 Dr. J. LaBruce Ward reported the 
first case of rat-bite fever in North Caro- 
lina™. The Spirillum minus was demon- 
strated in this 3!2-yvear-old patient by direct 
darkfield| examination of lymph from a 
lymph gland. The first of the following case 
reports is presented as the first case of rat- 
bite fever due to Streptobacillus monili- 
formis to be reported from North Carolina. 


Case 1 

A 5-month-old Negro female was admitted 
to the Duke Hospital Pediatric Service on 
June 1, 1945, with complaints of fever and 
irritability after having been bitten by a rat 
on the middle finger of the left hand the day 
betore admission. 

Physical examination revealed poorly 
nourished, pale Negro child who was ex- 
tremely irritable. Her rectal temperature 
was 39.5 C. (103.1 F.); the pulse rate was 
144 per minute. Positive physical findings 
were limited to several small puncture 
wounds on the second phalanx of the left 
middle finger and a mild bilateral catarrhal 
otitis media. There was no joint swelling or 
generalized glandular enlargement. 

A routine blood culture made on admis- 
sion was sterile; a blood Wassermann test 
Was negative; urinalysis was normal. The 
blood count revealed 3,500,00 red cells, 12,- 
000 white cells, and a hemoglobin of 9.75 
Gm. per 100 cc.; the differential white cell 
count showed a shift to the left in the Schil- 
ling hemogram. 

The patient received tetanus antitoxin on 
admission and penicillin, 5,000 units intra- 
muscularly every three hours for four days. 
The temperature fell to 37.8 C. (100 F.) and 
then spiked to 39.3 C. (102.7 F.) on the sec- 
ond day. The third day it fell to normal and 
remained normal until the fifth day, when 
the child was discharged as well. The pa- 
rents were given prescriptions for an evap- 
®, Altemeier, W. A., Snyder, H. and Howe, G.: Penicillin 

Therapy in Rat Bite Fever, J.A.M.A, 127:270-273 (Feb. 3) 
10, F. R., and Herrell, W. E.: Penicillin in the 

Treatment of Experimental Infections with  Spirillum 


Minus and Streptobacillus Moniliformis (Rat-Bite Fever) 
Proc, Staff Meet.. Mayo Clinic 19:257-264 (May 17) 1944. 
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orated milk formula, accessory vitamins, and 
iron therapy. 

Following discharge she was seen twice in 
the Outpatient Clinic and was treated for a 
nonspecific diarrhea which responded well 
to a change in feeding. 

On September 11, 1945, the patient was 
brought to the Duke Hospital Emergency 
Room an hour after having been bitten on 
the left hand and arm by a rat. At that time 
there was a history of an upper respiratory 
infection for one week and mild diarrhea 
for two days. One hour before arrival at the 
Emergency Room the parents were awak- 
ened by the child’s screams, and found blood 
running down her left forearm. (The parents 
did not see the rat, but the house was known 
to be heavily infested, 14 rats having been 
killed in the house in one week a short time 
previously.) 

Physical examination revealed a scrawny, 
undernourished, dirty Negro child who was 
very irritable. The temperature was 38 C. 
(100.4 F.); the pulse rate was 160 per 
minute. Over the left hand and forearm 


were about six small puncture wounds which 
had the appearance of sharp teeth marks. 
The wounds were cauterized with phenol and 


the child was sent home with instructions to 
return to the Outpatient Clinic for anti- 
tetanus treatment. 

On her return the following day, her tem- 
perature was 39.5 C. (103.1 F.) and she had 
refused all feedings during the past 24 hours. 
Physical examination on admission was es- 
sentially the same as on the previous night, 
with the additional findings of edema and 
splinting of the left wrist and forearm, and 
apparently severe pain on pressure over the 
wrist joint. 

A blood count made on admission revealed 
a hemoglobin of 11 Gm. per 100 ec., and 15,- 
360 white blood cells, with a differential 
count of 36 per cent polymorphonuclear 
leukocytes, 60 per cent lymphocytes, and 4 
per cent large mononuclears. Urinalysis was 
normal. Schick and tuberculin tests were 
negative. A sickle cell preparation was neg- 
ative. Blood drawn on admission was cul- 
tured after the method of Wheeler: 10 ce. 
of the patient’s blood drawn with sterile pre- 
cautions was placed in 50 cc. of a serum- 
enriched veal infusion broth. Twenty-four 
hours later this was subcultured on to choco- 
late agar. 

A roentgenogram of the left wrist was 
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reported as showing no evidence of fracture 
or joint change. A roentgenogram of the 
chest showed patchy areas of  haziness 
throughout both lung fields, which were in- 
terpreted as possible bronchopneumonia. 

Sulfadiazine was started, an initial dose of 
0.5 Gm. being followed by 0.25 Gm. every 
six hours. On the second hospital day, be- 
cause of a continued diarrhea, food was re- 
stricted and the patient was given clear 
fluids orally. Feedings were gradually re- 
sumed, and the diarrhea had subsided by the 
following day. The child ran a low-grade 
fever for six days, after which time the 
temperature remained essentially normal. 

On the sixth hospital day the blood culture 
made on admission grew out a gram-nega- 
tive, pleomorphic streptobacillary organism 
which was identified morphologically as the 
Streptobacillus moniliformis. Repeat blood 
cultures were negative, and the bite wounds 
on the patient’s hand and arm were com- 
pletely healed at this time. 

The left wrist continued to be swollen, 
and the child did not move her left arm. On 
the sixth hospital day the wrist joint was 
aspirated and the small amount of sero- 
sanguineous fluid obtained was cultured 
according to the same method used for the 
blood culture; the results were negative. Re- 
peat films of the left wrist were reported 
as showing soft tissue swelling, but no evi- 
dence of bony involvement. 

On the tenth hospital day blood was drawn 
and sent to the National Institute of Health 
at Bethesda, Maryland, for agglutination 
against Streptobacillus moniliformis; the 
agglutination was reported negative. At this 
time sulfadiazine was discontiued and peni- 
cillin in doses of 5,000 units every three 
hours was started. On the tenth and eleventh 
days the patient received transfusions of 50 
ce. of whole blood, which brought the hemo- 
globin from a level of 11 Gm. per 100 ce. to 
14.5 Gm. per 100 ce. Four days after the in- 
stitution of penicillin therapy the swelling 
and tenderness of the left wrist gradually 
began to subside, active motion slowly re- 
turned, and the wrist was apparently normal 
at the time of discharge on. the twenty-third 
hospital day. 

The patient was seen again in the clinic 
on March 1, 1946, five months after her dis- 
charge. During this interval she had had no 
recurrence of fever or arthritis. The final 
diagnosis was rat-bite fever due to Strepto- 
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bacillus moniliformis, with arthritis of the 
left wrist as an added feature of the disease. 


Case 2 

An 11-week-old white female was admitted 
to the pediatric service of Charlotte Memo- 
rial Hospital on May 1, 1948, with com- 
plaints of fever and irritability of one day’s 
duration and swelling of the left hand fol- 
lowing a rat bite four days previously. Ex- 
amination revealed a well developed and well 
nourished febrile infant. Numerous bite 
marks were present on the middle finger and 
palm of the left hand. A crusted area was 
noted on the palmar surface, surrounded by 
an area of edema; no fluctuation was present. 
No arthritis or skin rash was noted. 

An admission blood culture made on se- 
rum-enriched media (with transplant to 
chocolate blood agar after 24 hours) was 
negative after six days. 

Penicillin therapy was instituted imme- 
diately after blood had been drawn for cul- 
ture, 20,000 units being given intramuscu- 
larly every three hours. The temperature had 
subsided to normal on the second day, and 
the patient was discharged, apparently well, 
on May 5, 1948. 


Comment 

This case, in which the incubation period 
was four days, may represent a case of strep- 
tobacillary rat-bite fever or a case of pyo- 
genic infection of the hand at the site of rat 
bites. In view of the absence of pus or fluc- 
tuation of these wounds, pyogenic infection 
seems unlikely. 

The second case presented seems to indi- 
cate the advisability of administering peni- 
cillin or streptomycin therapy early in the 
course of rat-bite fever, prior to the isolation 
of the etiologic agent. 


Discussion 


Dr. C. R. Bugg (Raleigh): What procedure would 
you suggest when a child is bitten by a rat? 

Dr. Watkins: In the articles which I have read on 
the subject, it is suggested that the wound be cau- 
terized with phenol at the time the patient is 
brought in. Theoretically, since both types of rat- 
bite fever, as well as staphylococcal infections which 
may occur at the site of bite, respond to penicillin 
therapy, it would seem that penicillin should be ad- 
ministered prophylactically. Tetanus antitoxin defi- 
nitely should be administered. A question which I 
haven’t mentioned comes up: Should anti-rabies 
treatment be instituted? So far there has been no 
definite report of a case of rabies resulting from 
a rat bite; but a rat, with its habits of eating dead 
flesh, certainly would be a possible vector of the 
rabies virus. Rabies can be produced experimentally 
in rats. Therefore it would seem that perhaps anti- 
rabies vaccine might well be administered. 
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A CLINICAL EVALUATION OF 
GASTROINTESTINAL SIGNS AND 
SYMPTOMS IN PATIENTS WITH 
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AND RECENT MYOCARDIAL 
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and 
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The gastrointestinal tract and the heart 
are so intimately associated through the 
vagus nerve that reciprocal disturbances 
are not surprising. The abdominal and gas- 
trointestinal symptoms which frequently re- 
sult from heart disease may be brought about 
by: (1) pain originating from the heart 
muscle itself but referred to the abdomen; 
(2) pain arising from congestion of the liver, 
spleen, or other abdominal viscera secondary 
to congestive failure; and (3) pain arising 
from the localization of emboli thrown off 
from the heart. Abdominal pain, nausea, 
vomiting and liver enlargement are symp- 
toms and signs which must be carefully eval- 
uated in the differential diagnosis of cardiac 
and gastrointestinal disease. 


Analysis of One Hundred Case Histories 


The following analysis of the histories of 
100 patients with proven recent myocardial 
infarction was made to determine the fre- 
quency and importance of gastrointestinal 
symptoms as manifestations of heart disease. 


Material 

The cases were unselected and represented 
100 consecutive patients in whom the diag- 
nosis of coronary artery disease and recent 
myocardial infarct was made. The distribu- 
tion by age groups is seen in table 1. All 
patients were hospitalized, and most of them 
gave a history compatible with a recent my- 
ocardial infarct. The diagnosis was con- 
firmed in 91 instances by the demonstration 
of characteristic changes in the electrocardi- 
ogram. 

Ten of the patients had a past history of 
significant gastrointestinal complaints. These 
included 5 instances of jaundice, 3 of melena, 
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Table 1 
Distribution of Patients by Age Groups 


Age (Years) Total 

40-50 50-60 60-70) Number 
Male 5 14 26 24 6 75 
Female 2 4 8 9 2 25 


Average 
Age 


55.8 
57.3 


one of hematemesis, and one of recurring 
episodes of nausea and vomiting. 
Presenting complaints 
Seventy-two per cent of the patients 
studied had presenting complaints which at 
once directed attention to the cardiovascular 
system. In order of frequency, these symp- 
toms were: pain, usually in the left side of 
the chest; substernal oppression or dyspnea; 
and palpitation (table 2). Seven per cent of 
the patients had gastrointestinal complaints 
only. In 6 patients these consisted of pain 
or distress in the epigastrium; in the sev- 
enth, the pain was in the right upper quad- 
rant. 
Table 2 
Chief Complaints 

Cardiae 

Precordial pain 

Substernal oppression . 

Palpitation 
Gastrointestinal 

Abdominal pain, nausea and vomiting 
Cardiac and gastrointestinal ; 16 


100 


No. Cases 
61 


Total... 


In 16 of the patients, the presenting or 
chief complaints included symptoms refer- 
able to both the cardiovascular and the gas- 
trointestinal systems. Eleven of these, how- 
ever, stressed the cardiac complaints. In only 
5 of the 16 patients were the gastrointestinal 
complaints listed as primary. 

Associated gastrointestinal complaints 

Abdominal pain was associated with the 
present illness in 40 per cent of the patients 
studied. The pain was usually located in the 
epigastrium and was described as aching or 
as sharp, steady, and severe. Four patients 
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had pain in the right upper quadrant, and 
4, in the upper abdomen. In 5 it was gen- 
eralized or was located in the mid-abdomen, 
lower abdomen, or right lower quadrant. It 
is of interest that 18 of the patients defi- 
nitely related the abdominal pain to eating, 
only 2 to effort, and none to emotion. In only 
5 instances was the pain relieved by belch- 
ing, vomiting, hiccoughing or the use of 
antispasmodics (table 3). 

A third of the patients studied gave a his- 
tory of nausea or vomiting. The other gas- 
trointestinal complaints are listed in table 4. 
Half the patients noted no change in appe- 
tite. When an alteration was noted, it was 
usually a decrease in appetite. 


Table 4 


Gastrointestinal Complaints 


Abdominal pain 
“Acute indigestion” 
Nausea and vomiting 
Loss of appetite —... 
Flatulence 
Belching . 

Diarrhea 


Physical findings 

The chief physical findings in the group 
of patients with gastrointestinal symptoms 
are listed in table 5. Although 27 of the pa- 
tients complained of pain in the epigastrium, 
only 12 were found to be tender to palpation 
in this region. Only 4 patients complained 
of pain in the right upper quadrant; 13, 
however, were found to be tender to palpa- 
tion in the right upper quadrant. 

Thirty-seven patients were found to have 
enlarged livers at the time of examination. 
In 27 the enlargement was considered sec- 
ondary to congestive failure. Of the 10 pa- 
tients with hepatomegaly who were not in 
congestive failure, 2 were found to have 
cholecystitis and cholelithiasis. No cardiac 
or gastrointestinal condition which would 
account for the liver enlargement was found 
in the remaining 8 patients. Four patients 


Table 3 
Characteristics of Abdominal Pain 


Tupe 
Sharp, severe 
Aching 


Location No. Cases 
Right upper quadrant 

Upper abdomen by 
Generalized 

Lower abdomen 

Mid-abdomen 

Right lower quadrant 


Burning 
Gnawing . 
Soreness 


Vague, dull distress. 


Related to No. Cases 


Eating 

Effort 

Emotion . 

Relief by belching 
Relief by belladonna 


No, Cases 


— 
No. Cases 
13 
10 2 
7 0 
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Table 5 
Physical Findings 


No. Cases 


Enlarged liver 

Abdominal distention 

Abdominal tenderness 
Epigastrium _......... 
Right upper quadrant 
Left lower quadrant 


Ascites 
Enlarged spleen 


in whom a clinical diagnosis of congestive 
failure was made showed no hepatomegaly, 
but did complain of abdominal pain. Of the 
40 patients with abdominal pain, only 16 
(40 per cent) were found to have physical 
evidence of liver enlargement. 

Only 3 instances of moderate splenomegaly 
were noted. All were associated with liver 
enlargement and evidence of marked con- 
gestive failure. Eight patients had demon- 
strable ascites. One patient had previously 
had a cholecystectomy, at which time the 
diagnosis of cirrhosis was made. 

X-ray studies 

The gastrointestinal complaints in 28 pa- 
tients were considered of sufficient impor- 
tance to justify a total of 38 x-ray examina- 
tions. The findings are seen in table 6. Of 
12 patients who had barium studies of the 
stomach and duodenum, only 6 showed any 
abnormality. There were 2 instances of duo- 
denal ulcer, and one each of pancreatitis, 
duodenal diverticulum, hiatal hernia, and 
duodenal obstruction. Additional small bowel 
studies in 5 patients were negative. Five pa- 
tients had barium enemas which revealed no 
evidence of any abnormality. Five oral 
cholecystograms were done. Two were inter- 
preted as normal; 2 patients had non-func- 
tioning gallbladders, and one had cholelithi- 
asis. 

Correlation of gastrointestinal 
complaints with postmortem findings 

Fifteen postmortem examinations were 
done (table 7). No gastrointestinal studies 
had been made ante mortem in this group, 
since the patient in each instance was judged 
too ill to be subjected to additional study. 
Only 6 had a history of definite gastrointes- 
tinal symptoms in the past. During the 
terminal illness, 13 of these patients had 
major complaints referable to the abdomen. 
Seven patients had severe epigastric pain, 
and in 2 this pain was almost continuous. 
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Table 6 
Results of Gastrointestinal X-Ray Studies 
in Twenty-Eight Patients 
Procedure Negative Positive 
Stomach and 6 6 
duodenum 


Diagnosis 
Duodenal ulcer 2 
Pyloric obstruction 1 
Duodenal 
diverticulum 
Hiatal hernia 
Pancreatitis 
(Amylase elevated) 
zastrointestinal 0 
series 
Barium enema 0 
Cholecystogram Nonfunctioning 
gallbladder 
Cholelithiasis 
Flat plate of 0 
the abdomen 


The remaining 6 patients had pain in the 
right upper quadrant, generalized abdominal 
pain, or nausea and vomiting. The post- 
mortem examinations revealed no gastro- 
intestinal abnormality in 8 of the patients 
who were having gastrointestinal complaints. 
Four patients who had abdominal pain, ten- 
derness to palpation, and nausea or vomiting 
were found to have chronic passive conges- 
tion of the liver, and one was found to have 
an acute perforation of the duodenum. The 
only instance of cholelithiasis was found in a 
patient without gastrointestinal complaints. 
Two patients in whom the diagnosis of “gall- 
bladder colic’ and cholecystitis had been 
made five years and six months before death, 
respectively, had normal gallbladders at 
autopsy. 
Comment 


Most of the interest in the relationship 
between gastrointestinal and cardiac com- 
plaints has been centered on the unusual in- 
stances of atypical precordial pain due to 
biliary colic, cardiospasm or diaphragmatic 
hernia, or on the effects of gastrointestinal 
disease on the heart and coronary circula- 
tion. It is not intended in this paper to dis- 
cuss the effects of gastrointestinal disease 
on the heart and circulation. The occur- 
rence of gastrointestinal complaints, often 
of considerable magnitude, is a frequent 
problem in patients in whom the diagnosis 
of heart disease is not in doubt. In the 100 
cases reviewed, the gastrointestinal com- 
plaints rarely tended to obscure the diagnos- 
tic features of the cardiac disease. The ab- 
dominal pain, even when severe, was usually 
felt as a steady, plateau type of pain, and 
could usually be differentiated without diffi- 
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GASTROINTESTINAL SYMPTOMS—YEAGLEY et al. 


Table 7 


Correlation of Gastrointestinal Signs and Symptoms with Postmortem Findings 


Gastrointestinal Signs and Sumptoms 
In past history 
“G.B. Colic” 
5 years ago 


Epigastric pain 


0 Continuous epigastric pain 


0 0 


“Acute indigestion” 
6 months ago 
“Cholecystitis” 

0 0 


Large liver 


Tender right upper quadrant 


Hiccough 
Nausea 


Loss of appetite 
Large liver 


Nausea and vomiting 
Right upper quadrant pain 


Weight loss (15 Ibs.) Large liver 


Anorexia 


Abdominal 
distention 
“Acute indigestion” 


only complaint 


Right upper quadrant pain 


Epigastrie pain 
Nausea and vomiting 
88 Nausea and vomiting 


Distention 


91 Sharp epigastric pain 


culty from pain of cardiac origin. It was de- 
scribed as rhythmic or colicky by only 3 pa- 
tients. When pain, distention, nausea and 
vomiting appeared, they were not relieved by 
the usually effective means of alkalies, anti- 
spasmodics, or sedation. 

it becomes apparent that in patients hav- 
ing heart disease abdominal pain, nausea, 
and vomiting do not necessarily imply a pri- 
mary organic disturbance of the gastrointes- 
tinal tract. As Lewis has pointed out, in tis- 
sues that lack “positional sense” sensation 
is difficult to localize, and impulses received 
from such an organ may be referred over 
a general area. Thus, accurate diagnosis re- 
quires not only localization, but a knowledge 
of the circumstances under which the pain 
appeared, and the associated abdominal and 


With present illness 


Abdominal pain 
Nausea and vomiting 
Large liver and-spleen 


Severe epigastric pain 


Pain in epigastrium 
Pain in right upper quadrant 


Autopsy 
Findings 


Ruptured myocardium 

Normal gallbladder 

Myocardial infarct 

Cerebral hemorrhage 

No G, I. disease 

Myocardial infarct 

No G. I. disease 

Chronic passive congestion of liver 
and spleen 

No other G, I. disease 

Myocardial infarct 

Chronic passive congestion of liver 

No G. I. disease 

Myocardial infarct 

Pulmonary infarct 

Perforated duodeneum 

Myocardial infarct 

Pulmonary infarct 

Chronic passive congestion of liver 

Myocardial infarct 

Ruptured left ventricle 

No G, I. disease 

Myocardial infarct 

Cholelithiasis 

Perisplenitis 

Myocardial infarct 

No G. I. disease 

Myocardial infarct 

No G. I. disease 

Chronic passive congestion of liver 

Myocardial infarcts 

Hemopericardium 

Pulmonary infarct 

Splenic infarct 

Chronic passive congestion of liver 

Myocardial infarct 

No G. I. disease 

Myocardial infarct 

No G. I, disease 

Myocardial infarct 

No G. I, disease 


eardiac findings. When all are considered, 
the primary cardiac disorder can usually be 
recognized without difficulty. To determine 
the significance of the associated gastro- 
intestinal complaints may be more of a prob- 
lem. The presence of abdominal pain and 
tenderness in these patients was interpreted 
as a manifestation of gastrointestinal dis- 
ease more often than such a diagnosis could 
be confirmed by physical examination, x-ray, 
or even postmortem study. An analysis of 
tables 6 and 7 reveals the incidence of con- 
comitant gastrointestinal disease to be low. 

Although the gastrointestinal symptoms in 
patients with heart disease are usually as- 
cribed to congestive failure and engorgement 
of the liver and spleen, abdominal pain was 
found more often in patients without clinical 
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4 
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25 
29 
35 
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51 
52 
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evidence of heart failure or hepatomegaly. 
This finding might be anticipated, since pain 
is not an outstanding feature in patients 
having primary liver disease, where enlarge- 
ment of the liver and spleen, ascites, and 
congestion of the abdominal viscera are com- 
mon. The gastrointestinal complaints per- 
sisted in many patients after the clinical 
signs of congestive failure disappeared on 
bed rest, digitalis, and diuretics. Thus it 
would appear that abdominal pain, nausea 
and vomiting may often be due to myocardial 


disease and initiated reflexly from the heart 


itself. 
Summary 


Gastrointestinal complaints are frequent 
manifestations of heart disease. Forty per 
cent of 100 patients with proven myocardial 
infarct had abdominal pain and disorders of 
digestion. These symptoms rarely obscured 
the diagnostic features of the primary car- 
diac disturbance. 

In most instances, the presence of abdom- 
inal pain, tenderness, nausea and vomiting 
suggested a concomitant organic gastroin- 
testinal disease. The majority of these pa- 
tients, as well as could be determined by 
physical examination, accessory studies (x- 
ray examinations), and 15 postmortem ex- 
aminations, had no associated organic gast- 
trointestinal disease. The lack of such find- 
ings in these persons suggests that the ab- 
dominal complaints are often initiated re- 
flexly from the heart itself, and are probably 
due to the proximity of the respective nerve 
pathways and related vagal reflexes, rather 
than to congestion of the liver, spleen, or 
intestinal mucosa. 


Discussion 


Dr. Colin A. Monroe (Charlotte): The differential 
diagnosis between cardiac and gastrointestinal dis- 
ease is very difficult and is one that is constantly 
encountered. Even in the short time that I have been 
in practice, numerous patients with heart disease 
have been referred to me by mistake because their 
symptoms were thought to be gastrointestinal in 
origin, In all but one of those cases the true diag- 
nosis was early congestive failure; the one exception 
was a patient with a myocardial infarct. 

Approaching the problem from the opposite point 
of view from Dr, Cayer’s, I should like to discuss 
some zastrointestinal conditions which may simulate 
heart disease. One is hiatus hernia. I think that this 
condition is often unrecognized. Unless the roent- 
genologist is given some clue, it is sometimes imnos- 
sible to locate the sliding type of hernia, The usual 
story, of course, is that an obese person has pain 
during the night. Occasionally, however, the condi- 


tion may occur in a thin person without exercise. 
Nitroglycerin does not afford a therapeutic test, be- 
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cause it will frequently relieve the pain of hiatus 
hernia. 

Next is recurring pancreatitis. That is a very diffi- 
cult diagnosis to make. The only two laboratory 
tests we can depend on are the serum amylase and 
serum glucose determinations. However, if blood is 
not taken for these tests at the right moment, they 
may be negative. These patients are tender over the 
entire pancreatic area. They usually give a story of 
pain in the left side of the epigastrium, referred up 
into the heart region and frequently into the left 
shoulder, to the left arm, and beneath the left 
scapula. These patients are often given a diagnosis 
of cardiac disease and treated as chronic invalids. 

Another condition is spastic colon with a high 
splenic flexure. A flat plate of the abdomen will 
often show a large amount of gas located up against 
the diaphragm. If these people are treated by meas- 
ures designed to decrease the formation of gas, their 
pain will often disappear. 

Another condition is ulcer high on the lesser 
curvature of the stomach, with pain referred en- 
tirely up into the chest or the cardiac region. 
Diverticulitis of the colon also can be confusing, as 
the pain is frequently referred to the epigastrium. 

Dr. Cayer: As Dr. Monroe has said, most gastro- 
enterologists do have patients with heart disease 
referred to them, because of the gastrointestinal 
symptoms, The greatest diagnostic problem is in the 
cardiac patient over 50 who has nausea and vomit- 
ing. These pecple are in the age group where acute 
gastrointestinal disorders are not uncommon, and in 
many of these cases the symptoms are suggestive 
of such a disorder. I think that the results of the 
15 postmortem examinations done on these patients 
indicate that, if you stick to the primary diagnosis, 
the obvious one of heart disease, you will be right 
in 90 per cent of these cases. If you make a diagnosis 
of concomitant disease in the gastrointestinal tract, 
it will probably be wrong. 


Prophet without honor unless a bandit.—An an- 
nouncement that a couple of top-flight movie stars 
expect to pay a Hollywood physician $20,000 for 
delivering their baby got quite a play in the news- 
papers recently and provoked the usual smart-alec 
editorials in some sheets about doctor’s charges, 
ethics, and the like. Imagine weeping over anything 
that happens in Hollywood! 

About the same time we came across a brief para- 
graph on the back of a certain small Ohio news- 
paper announcing that some new rates had been 
agreed upon by the doctors of the county—a really 
rural community. Here they are: Office call, $2.00; 
house call, $3.00; long-distance house call, $3.00 plus 
50 cents per mile one way; normal o.b., $50.00; pre- 
marital examination and certificate, $10.00; X-ray, 
fractures, dislocations, per Industrial Commission 
schedule. Imagine in 1948 A.D.! 

That announcement didn’t get much publicity. 
ee it wasn’t dignified by an editorial. Too 
vad! 

Nobody gives a hang how often the editorial writ- 
ers and columnists tee off on the physician who 
gouges patients, although he’s probably beyond sav- 
ing. But, it would be comforting to see more nice 
words written about some of the mighty nice things 
so many physicians do all the time for their patients 
and the community, so the folks will realize that in 
the end only a few members of the medical profes- 
sion can trace their ancestry back to Jesse James. 
—Ohio State M. J. 44:942 (Sept.) 1948. 
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ACUTE ABDOMINAL CONDITIONS 
IN INFANCY 


WILLIAM H. BREEDEN, M.D. 
FAYETTEVILLE 


One of the most common and perplexing 
problems which confronts the physician is 
the recognition and diagnosis of acute ab- 
dominal conditions in infancy. I shall not 
attempt to discuss the rare anomalies, but 
shall briefly review the more common con- 
ditions which occur in infants under 12 
months. 

Conditions Producing Intestinal Obstruction 
Pyloric stenosis 

Congenital hypertrophic pyloric stenosis 
occurs more often in males, and between 10 
days and 6 weeks of age. Muscular hyper- 
trophy and irritability of the pylorus are the 
causative factors. The pylorospasm increases 
the muscular hypertrophy and the mechani- 
cal obstruction. 

All of us are acquainted with the typical 
picture of projectile vomiting, with its re- 
sulting dehydration and rapid weight loss; 
palpable tumor mass in the right upper 
abdominal quadrant; and visible gastric per- 
istalsis. Not infrequently, we meet varia- 
tions in the above symptoms. In the earlier 
stages, palpation of the tumor mass may be 
difficult and the vomiting may not be projec- 
tile. In these instances, differentiation be- 
tween pylorospasm and stenosis is not easy. 
Continuance of symptoms in spite of thick- 
ened feedings, atropine, and sedatives, fail- 
ure to gain, or the appearance of more force- 
ful vomiting is indicative of stenosis. 

As a rule, vomiting in pyloric stenosis 
constantly follows food ingestion, while in 
pylorospasm it may be intermittent. Vomit- 
ing which results from birth injuries usually 
appears under 10 days of age, is not as force- 
ful, and is usually not related to the inges- 
tion of food. As a rule, other evidence of 
intracranial pressure is also present. In 
cases of atresia and malrotation of the in- 
testine, vomiting usually occurs earlier in life 
and contains bile or fecal material. If there 
is atresia of the esophagus, vomiting imme- 
diately follows ingestion of food, and there 
is often some respiratory distress from as- 
piration of liquids. Similar symptoms may 


Read before the Section on Pediatrics. Medical Society of 
the State of North Carolina, Pinehurst, May 5, 1948, 
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result from improper feeding regimens. 
These clear up rapidly if the infant is placed 
on a proper formula and is not allowed to 
nurse too long. 

In doubtful cases, x-ray studies with a 
barium meal are helpful. Typically, these 
show an enlarged stomach, increased peri-— 
stalsis, and little passage of barium beyond 
the pylorus. Retention of a large percentage 
of the barium in the stomach after three 
hours is highly suggestive of stenosis. 

Once the diagnosis of pyloric stenosis is 
made, therapy should be instituted immedi- 
ately. If the child is in good condition, med- 
ical treatment may be tried in the form of 
thickened feedings, atropine, and sedatives, 
with parenteral fluids as a supportive meas- 
ure. The Fredet-Ramstedt operation is the 
procedure of choice if symptoms are severe 
or remain persistent. Postoperative care re- 
quires continued administration of parent- 
eral fluids and small oral feedings of water 
and milk for the first three to six days. 
Blood transfusions are often a valuable ad- 
junct. 

The prognosis in these infants is good, the 
present mortality rate being 1 to 2 per cent. 


Intussusception 


Intussusception, the telescoping of one 
portion of the intestine into an adjacent seg- 
ment, occurs most frequently between the 
ages of 4 and 10 months. The etiologic fac- 
tors are numerous, including enteritis, diet, 
foreign bodies, and congenital malforma- 
tions. 

Symptoms are usually abrupt in onset, 
with severe paroxysmal abdominal pain and 
vomiting, followed by the passage of bloody 
mucus by rectum, increased abdominal per- 
istalsis, and shock. Frequently a sausage 
shaped tumor mass can be palpated in the 
abdomen. Rectal examination may also re- 
veal a mass. X-ray examination shows di- 
lated loops of intestine filled with gas. 

The mortality rate increases steadily after 
twenty-four hours, because of the greater 
difficulty in reducing the intussusception and 
the decreased viability of the intestine. 
Therefore, it is most important that the diag- 
nosis be made and operation performed in 
the early stages. Preoperatively the child 
should be given parenteral fluids, and the 
stomach should be aspirated. Blood trans- 
fusion is helpful. Parenteral fluids should 
be continued postoperatively and a weak 
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pyloric stenosis, Often the operation for pyloric 
stenosis is delayed unnecessarily in the absence of a 
palpable tumor. It seems to me that the importance 
of that sign ought not to be stressed too much. 

In most of the reports of intussusception it is 
stated that around 60 per cent of the cases occurred 
in children under a year old. My own experience is 
that some 99.9 per cent occur in the first year of 
life. Most of the patients with intussusception that 
I have seen have been between 4 and 9 months of 
age. 

Another point about intussusception, A great 
many of these patients go through a period, after 
the first couple of hours, when they brighten up, get 
their color back, stand up in bed, ery for their 
mothers, and act like a normal child for three or 
four hours. That is a dangerous three or four hours. 
Don’t let it fool you. If the child had the character- 
istic symptoms of intussusception an hour or two 
after the thing started, you had better assume that 
he has it. The diagnosis should be confirmed by 
x-ray if there is any question about it. It is danger- 
ous to assume that the intussusception has reduced 
itself, because not many of them do so. 


CHAPTERS IN THE HISTORY 
OF T HORACIC SURGERY 


JOSIAH C. TRENT, M.D., F.A.C.S., Editor+ 
DURHAM 
XI 
SURGERY OF THE ESOPHAGUS 


Esophageal surgery evolved out of the 
urgent necessity for relieving esophageal ob- 


struction. Since carcinoma is the most com- 
mon cause of obstruction to this viscus, it is 
only natural that the history of esophageal 
surgery is principally concerned with tumor 
removal and subsequent attempts to re- 
establish anatomic continuity. In no field of 
surgery have keener minds been applied to 
a problem, with more imaginative and in- 
genious results, approaching at times the 
fantastic. 

At the beginning, the problem was well 
nigh insurmountable. Upon the obstacle of 
surgical and anatomic inaccessibility were 
superimposed the ever-present threat of in- 
fection, the lack of controlled respiratory 
anesthesia, and the danger of surgical shock. 
Almost certain death awaited the patient 
submitting to esophageal surgery, and rarely 
could the surgeon claim more than the satis- 
faction of a grim report setting forth a tech- 
nical tour de force ending in death. 

Billroth, in 1871, was the first to demon- 
strate the feasibility of esophageal resection, 
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although his original and successful experi- 
ments were performed on dogs. The first 
successes in human patients were achieved, 
as might be expected, with lesions in the cer- 
vical esophagus; for here accessibility was 
greater and the threat of fatal infection was 
smaller. Czerny removed a carcinomatous 
growth from the cervical esophagus in 1877, 
and brought the lower end out of the wound 
as an esophagostomy. Mikulicz removed a 
similar lesion in 1884, and repaired the de- 
fect. 

Lesions lying within the thorax created a 
more formidable problem, for here the pa- 
tient who did not die on the operating table 
from shock and respiratory embarrassment 
was faced with the almost certain threat of 
a fatal infection. Nevertheless, Biondie 
made the challenge in 1895 when he showed 
that, in dogs, esophagogastrostomy could be 
done after transpleural, transdiaphragmatic 
resection of the distal esophagus. In 1907, 
Wendel might have succeeded in performing 
the operation on a human patient, but he 
made his anastomosis over a Murphy button 
and the patient died twenty-four hours later 
from hemorrhage. Willy Meyer reported 4 
cases of transpleural resection, with blind 
closure of both ends, in 1912. All of his pa- 
tients died, though one survived twenty-four 
hours. Empyema claimed the life of Ben- 
golea’s patient in 1919, after he had done a 
wooden bobbin anastomosis through a trans- 
pleural, transphrenie approach. 

It is no wonder, then, that the early ex- 
plorers in esophageal surgery, anticipating 
the disastrous results of a transpleural ap- 
proach, attempted to resect this viscus by 
other means. An_ extrapleural approach 
seemed the most practical route to many, 
for thus could pleural contamination be 
avoided and respiratory dynamics be left un- 
altered. Rehn, in 1895, was the first to mo- 
bilize a human esophagus extrapleurally. 
This procedure he employed in two cases— 
one an irremovable carcinoma and the other 
a stricture. Faure attempted two operations 
by the extrapleural route in 1903, but both 
patients died. Zaaijer, in 1911, modified the 
extrapleural resection by creating a prelim- 
inary trough within an extensive thoraco- 
plasty bed. His patient survived three 
months, to die of inanition. In 1914, Kiim- 
mell tried, ingeniously, to mobilize the esoph- 
agus and place beneath it a quadrilateral 
flap of skin, hoping thereby to circumvent 
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infection and provide a means of reestablish- 
ing continuity later. All three of his patients 
died. Lilienthal did succeed by this means 
in 1921, his patient living sixteen months 
before dying of a recurrence of the carci- 
noma. 

Efforts to perform esophageal resection 
without opening the thoracic cage deserve 
mention. Levy, in 1898, did extensive experi- 
mental work to prove that the esophagus 
could be removed by invagination. Ach, ap- 
plying this concept to human patients, re- 
ported four fatalities. In 1918, Denk sug- 
gested extirpation of the esophagus by strip- 
ping it with a ring attached to a wire. Re- 
sults, however, were so disastrous thai this 
technique was soon abandoned. 

A transabdominal approach was initiated 
by Sauerbruch in 1905. His experiments on 
dogs pointed to the feasibility of invaginat- 
ing the lower end of the esophagus into the 
stomach, with later excision of the tumor 
from within the stomach. It remained for 
Voelcker and Ohsawa to try the procedure 
on hitman beings. Voelcker’s one patient 
died, but one of Ohsawa’s two patients sur- 
vived. In 1908, however, Voelcker resected 


the lower end of the esophagus through an 


abdominal incision, performed an esophago- 
gastrostomy, and achieved success. 

Torek is remembered for his early success 
in resecting a thoracic esophageal carcinoma. 
His operation was executed in 1913. The 
tumor was removed, a gastrostomy done, and 
the upper esophagus brought out as a cer- 
vical stoma. The patient survived eleven 
years, dying at 80 with pneumonia. ‘Torek’s 
success was not repeated until Carl Eggers 
used his technique in 1924. Lilienthe!, com- 
menting on the Torek procedure in 1925, 
stated: “I have six times performed this 
operation, and in one case convalescence 
seemed assured, when on the seventh day the 
patient, a man fifty-three vears of age, died 
of pneumonia. In no other cases haye my 
patients lived more than six days. Appar- 
ently discouraged by so many failures one 
does not hear so often of cases in which 
Torek’s operation has been attempted.” 

The relief of esophageal obstruction } 
whether due to tumor or benign stricture, 
claimed the attention of many early investi- 
gators. In 1894, H. Bircher attempted to 
circumvent a carcinoma-obstructed esopha- 
gus by constructing a tube of skin on the 
anterior surface of the thorax, Unfortunate- 
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ly, his patient died of pulmonary embolism 
before the procedure could be completed. Ten 
years later Wullstein advocated mobilization 
of a jejunal loop as a means of reestablish- 
ing esophageal continuity. Roux, using a 
modification of Wullstein’s technique in 
1908, may be credited with the first success- 
ful reanastomosis of this kind. His patient 
was a child suffering with a benign stricture. 
Beck in 1905, and Hirsh in 1911 suggested 
that a gastric tube might be formed from an 
anterior flap of stomach. Jianu made similar 
recommendations in 1912. Kelling used 
transverse colon in 1911, and succeeded in 
mobilizing it through an antethoracic sub- 
cutaneous tunnel to the level of the nipple. 
However, before he could devise a skin tube 
to fill the breech between it and a cervical 
esophageal stoma, the patient died of his 
‘ancer. 

Fink, in 1912, was the first to use the 
mobilized stomach as an esophageal substi- 
tute. He divided the stomach at the duo- 
denum and freed its attachments up to the 
cardia. The viscus was then reversed and 
drawn into a subcutaneous antethoracic tun- 
nel, a gastroenterostomy serving to main- 
tain an intestinal connection. A skin tube 
joined the mobilized stomach to a cervical 
stoma. The patient could swallow, but died 
within a few days from perforation of the 
carcinoma at the cardiac end of the stomach. 
Kirschner (1920) succeeded in stretching the 
stomach sufliciently to reach the neck! This 
feat he managed by severing its attachments 
along both lesser and greater curvatures, 
leaving it attached only at the pylorus. 

The recent advent of chemotherapy, con- 
trolled insufflation anesthesia, and a refine- 
ment of methods for combatting shock have 
made it possible for surgeons to modify and 
improve the techniques heretofore set forth, 
and to perform deliberate intrathoracic ma- 
neuvers formerly considered impossible. To 
Adams and Phemister belongs the credit for 
the first successful transthoracic esophago- 
gastrostomy, performed in 1988. They 
pointed the way, after Wendel’s early fail- 
ure, to the most satisfactory method so far 
discovered of restoring anatomic continuity 
after the removal of an esophageal tumor— 
a method which spares the patient the dan- 
ger, inconvenience, and pain incident to 
lengthy extrathoracic reconstructive proced- 
ures. 

Garlock, Clark, Ochsner, and many others, 
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following in the footsteps of Fink and 
Kirschner, have redemonstrated the feasi- 
bility of mobilizing the stomach into the 
thorax to complete anastomoses at higher 
and higher levels. With the versatility of the 
procedure increased, not only can higher- 
lying lesions be resected, but more radical 
excision of tumor-bearing tissue becomes 
possible. Even lesions lying between the 
aortic arch and the superior thoracic hiatus, 
heretofore considered inaccessible, need not 
be viewed as hopeless, since Wells, in 1944, 
was able to reestablish esophageal continuity 
after removing a tumor at this level. Only 
recently (1947) Sweet reported 50 cases of 
high thoracic esophageal resection and 
esophagogastrostomy, with a survival rate 
of 79 per cent. Such figures speak eloquently 
for the progress made within the last decade, 
and contrast sharply with the valiant but 
almost hopeless beginnings made a_ half 
century ago. 

Tubes of gut and skin are less popular 
than they were a few years ago, although 
the Russian worker, Yudin, reported eighty- 
eight completed artificial esophagi in 1944. 

The successful surgical management of 
tracheo-esophageal] fistula has become a prac- 
tical reality only within recent years. Ladd, 
in 1944, pointed out that some infants with 
this condition could be salvaged by closing 
the fistula and creating gastric and esopha- 
geal stomas. Haight, in the same year, per- 
formed the first successful reanastomosis of 
the esophagus after closing the fistula. 

Esophageal diverticula were early recog- 
nized as a cause of esophageal obstruction. 
Ludlow, in 1764, described a preternatural 
pocket in the pharynx of a patient coming 
to autopsy. In 1816, Bell defined the cause 
of its occurrence as distention of the pharynx 
produced by ineffectual attempts to swallow, 
with resultant protrusion of the inner coats 
of the pharynx through hypertrophied 
bundles of the inferior constrictor pharyngis 
muscle. Nicoladoni operated successfully in 
1877 by emptying the sac through a fistula 
in the neck. Within the next seven years 
Niehans von Bergmann and Kocher reported 
successes. The early operations were in one 
stage, and other surgeons were not as suc- 
cessful as Kocher and von Bergmann, for 
their patients succumbed to infection. The 
surgical management of esophageal diverti- 
cula, therefore, fell into disrepute until Gold- 
mann, in 1909, devised a two-stage proced- 
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ure that reduced the incidence of fatal post- 
operative infection. Improvements in the 
two-stage operation were made by Murphy 
in 1916, Judd in 1918, and Lahey in 1933. 
Now, thanks partly to chemotherapy, the 
excision of an esophageal diverticulum is a 
relatively safe procedure. 

Achalasia, as a cause for serious or fatal 
esophageal obstruction, has responded best to 
non-surgical dilatation, thanks to Russell’s 
brilliant work in 1898 and Plummer’s sub- 
sequent contributions after 1908. An occa- 
sional case does require surgery, however, 
and the best results have been reported since 
1938, when Womack described a surgical ap- 
proach not unlike the Finney operation for 
pyloric obstruction. The removal of ribbon- 
like strips of esophagus by Jaffie in 1907, 
digital dilatation through a hole in the 
stomach by Mikulicz in 1899, esophagogas- 
trostomy around the obstructed area by 
Heyrovsky in 1910, and incision of the spas- 
tic muscle by Heller in 1913 were all more 
or less clumsy early attempts to deal with 
the problem. 

Thanks to the progress which has been 
made since the subject of esophageal surgery 
was introduced, less than a century ago, the 
problem of esophageal obstruction is no 
longer insoluble. Resection for cancer and 
for stricture, reconstructieon where defects 
are made or left, repair of diverticula, and 
dilatation for obstruction due to cardiospasm 
are now accomplished facts. The most des- 
perate problem in this field continues to be 
that of carcinoma. Until we learn the means 
of its prevention or the method of its non- 
surgical cure, we must learn to recognize the 
lesion earlier and to remove it more com- 
pletely. 

WARNER LEE WELLS, M.D. 
Raleigh 


Let us not be complacent in the satisfaction that 
the statements we tender our patients at the end 
of the month generally represent excellent value 
received because we know the tojl and the concern 
which have gone into our ministrations. The patient 
has been told repeatedly by certain groups who take 
pains to get into public print that he is being 
cheated. Now he is beginning to believe it. (Why 
shouldn’t he? No doctor has ever told him anything 
to the contrary!) And let us not be too gratified by 
the fact that we recognize today’s superior medical 
service is possible only because the American pro- 
cedure is established upon the bedrock of scholarli- 
ness, integrity and sound achievement. How we feel 
about our profession is important, but how the public 
feels about it is of even greater significance.—A. E. 
Cardle: The New Look in Medicine, Minnesota Med. 
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THE A. M. A. ASSESSMENT 


At the Interim Session in St. Louis, the 
House of Delegates voted unanimously to 
assess the members of the American Medical 
Association $25 each, in order to provide 
funds to educate the public as to the advan- 
tages of our present system of medical prac- 
tice, and of voluntary sickness insurance, 
over compulsory government insurance. The 
first reaction on the part of many doctors 
was to question the wisdom of this move, 
and eyen to resent it. This reaction is now 
giving way under the shock of realizing that 
the threat of having a layman as our com- 
missar of health is a very real one. Twenty- 
five dollars is a small sum for an individual 
to contribute in the fight to preserve for our 
profession, and—far more important — for 
our patients and the public, the measure of 
liberty that is still ours. 

Mr. Ewing and his allies say that not half 
the members of the American Medical Asso- 
ciation will pay their assessment. It may be 
that they are right, for the lethargy of the 
doctors has been all too apparent in the past. 
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There are, however, many signs that. this 
lethargy is now being shaken off. In order 
that the public—and the Ewing camp fol- 
lowers—may have no doubt as to the position 
of American medical men on the question of 
political medicine, it is important that every 
doctor contribute his $25 as soon as possible. 

An American doctor need only read a few 
of the letters from British practitioners that 
are published in every issue of the British 
Medical Journal to realize that practicing 
medicine under government auspices is a 
nightmare. Let us not make the mistake that 
our British medical cousins did, and wait 
until compulsory health insurance has been 
actually put on our statute books before we 
protest against it. An astute business man, 
who is strongly opposed to socialized medi- 
cine, said recently in talking to a few doc- 
tors, “Your profession has more potential 
political influence than any other body of 
men in the country.” Let us see that this 
potential influence is used for all that it is 
worth. 

Although Dr. Channing Frothingham is 
chairman of the Committee for the Nation's 
Health—organized by Michael Davis, Ph.D. 
—he testified before the Senate Committee 
on Education and Labor that he did not know 
who organized it, and did not know a single 
member of it. Yet Dr. Frothingham recently 
issued a long press release for this left-wing 
group, attacking the A.M.A. and stating that 
the $25 assessment “is likely to precipitate 
a grass roots rebellion among the ranks of 
American doctors.” It is up to us to show 
Dr. Frothingham that he knows no more 
about the 135,000 members of the American 
Medical Association than he does about his 
own little committee. 

* * * 
WELCOME TO MRS. TRENT 

The “Thumbnail Sketches” which were 
initiated by Dr. Josiah Trent have been a 
very popular feature of the JOURNAL. No 
doubt many of our readers will be glad to 
know that this department will be continued 
under the direction of Dr. Trent’s wife, Mrs. 
Mary Biddle Trent. She shared her hus- 
band’s interest in medical history and was 
familiar with his plans for the coming year. 
In carrying on the department, with the help 
of contributors from within and without the 
state, she is bringing to the JOURNAL the 
same unselfish and intelligent interest that 
had been so generously given by her husband. 
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DO BRITONS LIKE THEIR NEW 
MEDICAL PLAN? 


A recent issue of the Greensboro Daily 
News carried a feature article by its London 
correspondent under the three-column head- 
ing, “Britons Like New Medical Plan.’ 
The correspondent attempts to show that the 
scheme is “a magnificent success,” but the 
three case reports he selects are anything 
but convincing. The first is that of Mrs. 
Baxter, a widow “who sustained a slight in- 
jury to her leg while on war work.” For two 
years she had had such treatments as she 
could afford, but the leg had not healed. Now 
she is securing penicillin, which she could 
not afford before. Penicillin may be more 
effective for British leg ulcers than for 
American ones—but it is highly probable 
that Mrs. Baxter will have to have something 
done to her varicose veins before her ulcer 
will heal, even with penicillin. 

The second case is that of a once well-to- 
do lady who now has to work for her living. 
“Miss Arden has tonsilitis . .. Last week she 
waited several hours on two days at the local 
hospital, was examined in less than 10 min- 
utes, and was then told there wasn’t a bed 
for her in the hospital for six months.” It is 
rather easy to read between the lines the 
correspondent’s approval of the cavalier 
treatment given this lady who had once 
known better days. 

The third case is that of a woman whose 
teeth, “like most people’s in Britain, are 
pretty bad.” She is having a great deal of 
dental work done at government expense, 
and, in the words of the correspondent, is 
“bewildered by it all.” 

The “free” nature of the scheme is em- 
phasized by the correspondent. “Every work- 
er pays one dollar a week (out of approxi- 
mately $25 to $30, an average working 
wage), and the employer pays a dollar and 
a half for every employee.” It is difficult to 
see how compulsory insurance which costs 
$130 a year could be referred to, even 
euphemistically, as free. For this assess- 
ment, it would appear that the doctor should 
be fairly well paid; but our correspondent 
continues, “A doctor receives $3.50 a year 
from the state for every patient who signs 
up with him. For this small sum he must be 
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available to give his best medical skill and 
knowledge for one year for each patient.” 

In contrast to the Greensboro News, the 
London Daily Mail says that the new Health 
Service “is menaced by the humbug .. . the 
man or woman who needlessly wastes the 
overworked doctor’s time and steals his. . . 
ministrations away from the sick and suffer- 
ing.” The Daily Mail writer—not a physi- 
cian—tells of a young Essex doctor who “at 
his morning session, . . . supposed to last two 
hours, .. . often has over 60 patients .. . In 
a day he frequently deals with a total of 
about 120 callers at morning and evening 
surgeries—and has to find time in between 
to call on 25 or 30 patients who are too ill, 
or say they are too ill, to leave home. An- 
other doctor ... sometimes has a queue 
through his home and garden and out into 
the 

Divergence of opinions concerning the 
British medical plan is not confined to lay 
writers. A minority organization of medical 
men in our own country, the Committee for 
the Nation’s Health (organized by Michael 
M. Davis, with Dr. Channing Frothingham 
as chairman), says that the British Medical 
Association (BMA) in April, 1948, declared: 
“The Doctors ... approve of the bulk of the 
present Act.” 

It is hard to imagine where Dr. Frothing- 
ham and his committee got the idea that the 
BMA favors the present National Health In- 
surance. Certainly they did not get it from 
reading the British Medical Journal for the 
past year or more. This journal, the official 
organ of the BMA, comes as an exchange to 
the office of the NoRTH CAROLINA MEDICAL 
JOURNAL, and all issues have been scrutin- 
ized carefully since the National Health In- 
surance scheme appeared as “a little cloud 
out of the sea, like a man’s hand.” Except 
for a very few letters and articles by British 
counterparts of Drs. Frothingham, Boas, 
Peters and company, opposition to the act 
has been stressed over and over. Even since 
the act has been in force, the criticism of 
it continues, 

The British Medical Journal for November 
6, for example, in recording the proceedings 
of the Council for October 27 (three months 
after the Act became effective) stated (p. 
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158 of the Supplement) “that a subcommit- 
tee had been appointed to prepare a case for 
improvement in the remuneration of general 


medical practitioners.” Another complaint 
concerned “the provision of medicines and 
appliances for patients treated privately ... 
The Ministry .. . considered that no work- 
able arrangement could be made whereby . . . 
medicines were available for private patients 
to whom the cost would mean hardship. Dr. 
Hale-White said that if this position were 
accepted the Association would be condoning 
the Minister’s action in wriggling out of his 
promise, and would also be going back on its 
own promise to help the general practitioner 
who was in private practice. Obviously 
many people were able to afford a private 
fee to the doctor but not the continuing cost 
of expensive drugs. The Minister had de- 
clared in Parliament that people could teke 
the whole or any part of the Service.” 

On page 160 we learn that “The British 
Medical Association is gravely disturbed by 
reports reaching it from all parts of the 
country of the effects of the new Health 
Service on the work and income of doctors”; 
and again, “The Association is seriously con- 
cerned at the present financial position of 
many members, both senior and junior, of 
hospital staffs ... The Ministry of Hea'th’s 
statement that present salaries are merely 
a payment on account is no consolation to a 
specialist or an ex-Service married house- 
physician who is rapidly getting into debt.” 

Page 161 has a section devoted to “Urgent 
Problems of Specialists.” One problem is 
headed “The gross inadequacy of the mileage 
allowance.” Another, “The unsatisfactory 
position of medical superintendents,” says 
that “Evidence continues to be received that 
the authority and status of medical suner- 
intendents are being deliberately under- 
mined.” 

In the “Correspondence” department of 
the Supplement there are twenty-three let- 
ters from doctors. Every single one is se- 
verely critical of the new Health Service. 

Could it be that the Greensboro News cor- 
respondent and the Committee for the Na- 
tion’s Health have been misinformed about 
the Britons’ reaction to their new Health 
Service? 
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MORE ABOUT THE NATION’S HEALTH 


On page 38 of this issue will be found a 
letter from the Rural Health Committee of 
the Medical Society of the State of North 
Carolina concerning the editorial on “The 
Nation’s Health,” which appeared in the 
NORTH CAROLINA MEDICAL JOURNAL for Oc- 
tober. Even though this letter is one of criti- 
cism, it is welcome. Readers of the JOURNAL 
are always invited to express their differ- 
ences of opinion freely. 

The editor of the JOURNAL shares respon- 
sibility for the editorial with Dr. Marjorie 
Shearon, whose statements were quoted from 
her publication, American Medicine and the 
Political Scene. Dr. Shearon is a research 
analyst who is and for many years has been 
a close student of the movement for compul- 
sory health insurance. She has lived in 
Washington for a long time and knows well 
the principals in the great struggle to force 
political medicine upon the country. 

The editorial on “The Nation’s Health” 
was written in an effort to call attention to 
the imminent threat to the private practice 
of medicine implied in Federal Security Ad- 
ministrator Oscar Ewing’s report to the 
President. It was written under pressure, 
for the report was received just before the 
JOURNAL went to press. It was, however, 
based upon more than sixteen years’ con- 
stant study of the question of medical care 
in its economic and political aspects. It was 
written more from the national than from 
the state level, and with no intention of re- 
flecting upon the members of the Rural 
Health Committee or upon the excellent work 
their committee has been doing. Their state- 
ment that they investigated the individual 
who is to assist in the development of county 
health councils in the state is gladly accepted 
at face value. 

Certainly no reflection upon the character. 
ability, or integrity of Dr. Lucy Morgan was 


intended. It is natural to assume that her 
previous association with Dr. Mayhew 
Derryberry in the United States Public 


Health Service would tend to make her look 
with favor upon compulsory health insur- 
ance. In the hearings before the Subcom- 
mittee on Publicity and Propaganda of the 
Committee on Expenditures in the Executive 
Department (better known as the Harness 
Committee), Dr. Derryberry admitted that 
he was an active participant in the forma- 
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tion and operation of the “health workshops” 
which were the mainsprings of the propa- 
ganda behind the last Wagner-Murray- 
Dingell bill”. Dr. Derryberry testified that 
for nine years he had been “Health Educa- 
tor in the Public Health Service.” It is hard 
to believe that he would urge his students 
and associates to support the present system 
of medical practice, and to create a demand 
for voluntary rather than compulsory health 
insurance. 

Thanks to the far seeing vision of the late 
beloved Dr. Isaac Manning, and to the later 
efforts of some of his former students and 
others who had come under his influence. 
there is probably less demand for national 
health insurance in North Carolina titan in 
most other states, That fact should not, how- 
ever, make us blind to the danger that Con- 
gress may inflict upon the medical profession 
of this country the same shackles that the 
Labor government has forced upon the dec- 
tors in Britain. 

Dr. Herman Hilleboe, Assistant Surgeon 
in the Public Health Service, testified under 
oath that “it is the feeling of the Public 
Health Service that the President’s program 
{of compulsory health insurance] should be 
followed . . . We would naturally give em- 
phasis to that because we are in Government. 
Otherwise, we should get out of Govern- 
ment.’ 

North Carolina is unusually fortunate in 
having had such wise leadership in meeting 
her rural health problems, and it is gratify- 
ing to know that the health educators in this 
state have been selected with care. Continued 
care in their selection and supervision is 
earnestly besought. Those who have followed 
the movement for the nationalization of med- 
icine over the past sixteen years have every 
reason to fear that many, if not most, of the 
2.800 health educators asked for by Mr. 
Ewing as part of his ten-year program 
would, like Dr. Hilleboe, feel that they were 
“in Government,” and would do their bit “‘to 
assure the success of the national pro- 
gram.”®) 

Without underestimating the importance 


. (a) Hearings before the Subcommittee on Publicity and 
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of lay health educators, let us not forget that 
the word “doctor” originally meant “teach- 
er,” and that one of the chief functions of 
the medical man is that of teaching his pa- 
tients the fundamentals of health. Let us 
remember, too, that the family doctor has 
an opportunity to teach the public much 
about the facts of political life. 


“A NOVEL IDEA” 


Dr. George Lull, secretary of the Ameri- 
can Medical Association, devotes the entire 
first page of his “Secretary’s Letter” for 
January 10 to what he calls “a novel idea 
...to keep congressmen ... informed about 
the dangers of socialized medicine.” This 
idea has been tried by Dr. George T. Harrell, 
head of the Department of Internal Medicine 
of the Bowman Gray School of Medicine. 
Dr. Harrell arranged a dinner 
“to which he invited one congressman and a small 
group of carefully selected students, house officers, 
faculty members, town physicians and a representa- 
tive of the public ... No vested interests were rep- 
resented 

“*We leaned over backwards to prevent the group 
from being packed or slanted,’ Dr. Harrell said, add- 
ing: ‘None of the people were briefed in advance on 
what they should say. They were invited to come and 
express freely their own opinions, but they had to 
back them up with facts because it was explained 
that we were after information which the congress- 
man could use to make up his own mind.’ 

“Then, after a steak dinner, the group retired to 
a smoking room, ‘and went at it hammer and tongs.’ 
The informal discussion lasted until after midnight. 

“*T believe,’ Dr, Harrell said, ‘that the group was 
convinced that compulsory sickness insurance would 
simply be the opening in the tent which would allow 
the camel to get his nose in...’ 

“Dr. Harrell said that from ‘the apparent success 
of our meeting, it would appear to me that we could 
accomplish a great deal in a very short period of 
time if some similar approach were made in each 
congressional district throughout the country, All 
shades of opinion would have to be represented 
and an attempt honestly made to get out the facts 
and opinion by people whom the local legislator 
trusts.’ 

While no one plan is applicable to all parts 
of the state, Dr. Harrell’s approach to the 
problem should be effective in many locali- 
ties. Whatever methods are used, informa- 
tion about the dangers of the proposed na- 
tional insurance act must be disseminated as 
quickly and widely as possible. Only prompt 
and decisive action on the part of individual 
doctors can prevent the bill from being en- 
acted into law. 
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COMMITTEE ON INDUSTRIAL 
HEALTH 


The Committee on Industrial Health of 
the State Medica] Society takes pleasure in 
presenting for publication the following 
article by Dr. Harold R. Hennessy, of the 
American Medica! Association, who has a 
wide experience in the organization of medi- 
cal service to industry and the relationships 
between industry, labor, and medicine. 

C. B. Davis, M.D. 
HuGH A. MATTHEWS, M.D. 
HARRY WINKLER, M.D., Chairman 

THE ESSENTIAL ELEMENTS OF A 

DEPENDABLE HEALTH SERVICE 

IN INDUSTRY 
HAROLD R. HENNEssy, M.D. 
American Medical Association 
CHICAGO 

Physicians, industrialists, community lead- 
ers, labor organizations, governmental and 
other recognized agencies concerned with the 
conservation and maintenance of the health 
of industrial workers stand among the prin- 
cipal benefactors of that large proportion of 
our population which earns a living in our 
economic and manufacturing world. Theirs 
have been contributions of incalculable value 
to the prolongation of the lives of industrial 
workers and to the advancement of comfort 
and peace of mind of our workers both with- 
in and without the industrial plant. 

Leadership in the rise and growth of the 
industrial health concept has been one of 
evolution. However, the physician has played 
a leading role. Therefore, it is indeed fitting 
that in these days of extreme industrializa- 
tion attention should be focused on industrial 
health and occupational medicine, so that 
this great land will reap undreamed advan- 
tages to be derived from industrial applica- 
tions of scientific discoveries. 

The general public has come to expect 
much from the medical profession. There- 
fore, it is appropriate that the science and 
arts of medicine in industry reaffirm its aims 
and objectives. 

In the story of the rise and growth of in- 
dustrial health there have been, over the 
years, a number of agencies in the American 
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Medical Association which have made many 

contributions to the field of industrial health. 

Interest has not in any sense been limited to 

discussions of clinical medicine and surgery. 

It has extended broadly into the related fields 

of medical economics, public relations and so- 

cial legislation. Reviewing the records, there 
have been studies in rehabilitation and re- 
employment of the handicapped, in problems 
of ventilation, air conditioning, noise con- 
trol, fatigue, women in industry, overcrowd- 
ing, mental and personal hygiene, and a host 
of other problems. During the past decade, 

a single agency in the structure of the Amer- 

ican Medical Association has given its sole 

interest to industrial] health and occupationa! 
medicine. The Council on Industrial Health, 
while one of the youngest of the standing 
committees, has made remarkable progress. 

One of the principal activities of the Coun- 
cil on Industrial Health has been the clari- 
fication of industrial health objectives and 
their integration into the pattern of com- 
munity health service. Out of this endeavor 
has developed a formula for loca] industria! 
health organizations. The essential elements 
of this service are as follows: 

1. A competent physician who takes gen- 

uine interest in applving the principles 
of preventive medicine, dentistry, sur- 
gery, and hygiene to emploved groups. 
and who is willing to devote regular 
hours to such service in the working 
environment. 

2. Industria] nurses with proper prepa- 
ration, acting under the physician’s 
immediate supervision or under stand- 
ing orders developed by him or by the 
committee on industria] health of the 
county medical society. 

3. Industria] hygiene service directed at 
improvement of working environment 
and contro] of all unhealthful expos- 
ures, to be provided by physicians and 
other recognized agencies with guid- 
ance and assistance from the special- 
ized personnel in state and local bu- 
reaus of industrial hygiene. 

4. A health program which 
clude: 

x. Prompt and dependable first aid, 
emergency and subsequent medical 
and surgical care of all industrially 
induced disability. 

b. Health conservation of employees 
through physical supervision and 


should in- 
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health education. 

c. Close correlation with family physi- 

cians, dentists and other community 
health agencies for early and 
proper management of nonoccupa- 
tional sickness and injury. 
Good records of all causes of ab- 
sence from work as a guide to the 
establishment of preventive meas- 
ures, 

The Council on Industrial Health of the 
American Medical Association is actively 
engaged in furthering the work of commit- 
tees on industrial health in the state and 
county medical societies. It has been recom- 
mended that a county industrial health com- 
mittee contain representation from indus- 
trial practice, private practice, and the local 
health unit, since these are the essential 
medical groups needed to supply the service. 
Obviously, the committee should understand 
the components of adequate service and be 
prepared to adjust them to existing medical 
and public facilities and methods of com- 
munity practice. 

The committees, with local variations, 
sheuld proceed as follows: 

1. The committee in the county society 
should request instruction from the 
committee on industrial health in the 
state medical association and from the 
state division of industrial hygiene. 
Preferably, a preliminary conference 
should be held with representatives of 
these two agencies to establish: 

a. The lines of relationship and _ re- 
sponsibility already existing be- 
tween government, industry, labor, 
and the medical and dental profes- 
sions. 

The principal industrial health 
problems of the community as a 
basis for remedial action. 

The proper organization and em- 
ployment of local medical and 
health facilities. 

d. Supplementary services which can 
be called on from sources outside 
the community itself. 

The needs of small industry should be 

particularly stressed, 

The names of all physicians now serv- 

ing or willing te serve in industry 

should be determined. These physicians 
should be invited to attend a meeting at 
which the results of the preliminary 


conference just described can be re- 
ported and general details of the pro- 
gram presented for discussion and 
adoption. 
Conferences should be held with other 
essential professional groups, particu- 
larly industrial or public health nurses, 
industrial hygiene engineers, and dent- 
ists, in order that dependable arrange- 
ments for services provided by these 
groups may be made. 
The county medical society committee 
should then request a conference with 
the executives or a representative com- 
mittee of the local manufacturers’ as- 
sociation, chamber of commerce, or 
both, to describe the program and to 
determine how the medical profession 
and the local health department can 
accelerate and improve production 
through appropriate health activity. 
Specifically, the following items should 
be discussed. 
a. The essentials of industrial health 
service as outlined. 
b. The health and economic benefits 
of such a service. 
c. Methods of supplying this service. 
d. Probable cost. 
Active cooperation should be secured 
from local labor organizations. Health 
education should emphasize particular- 
ly non-occupational factors which are 
of importance to the health of workers, 
oral health, nutrition, housing, proper 
use of leisure time, recreation, and 
other related activities. The committee 
representative of local labor organiza- 
tions should be requested to assume a 
considerable share of responsibility for 
the health educational aspects of the 
program, and he should meet from time 
to time with the committee on indus- 
trial health of the medical society for 
the purpose of receiving guidance and 
advice. 
The next procedure should be an open 
meeting conducted jointly by the 
county medical society and the local 
manufacturers’ association or chamber 
of commerce, to which emplovers, phy- 
sicians, dentists, representatives of la- 
bor, other professional agencies, and, 
in fact, the community at large can be 
invited. This meeting will provide 
means for promoting the program 
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infection and provide a means of reestablish- 
ing continuity later. All three of his patients 
died. Lilienthal did succeed by this means 
in 1921, his patient living sixteen months 
before dying of a recurrence of the carci- 
noma. 

Efforts to perform esophageal resection 
without opening the thoracic cage deserve 
mention. Levy, in 1898, did extensive experi- 
mental work to prove that the esophagus 
could be removed by invagination. Ach, ap- 
plying this concept to human patients, re- 
ported four fatalities. In 1913, Denk sug- 
gested extirpation of the esophagus by strip- 
ping it with a ring attached to a wire. Re- 
sults, however, were so disastrous thai this 
technique was soon abandoned. 

A transabdominal approach was initiated 
by Sauerbruch in 1905. His experiments on 
dogs pointed to the feasibility of invaginat- 
ing the lower end of the esophagus into the 
stomach, with later excision of the tumor 
from within the stomach. It remained for 
Voelcker and Ohsawa to try the procedure 
on human beings. Voelcker’s one patient 
died, but one of Ohsawa’s two patients sur- 
vived. In 1908, however, Voelcker resected 
the lower end of the esophagus through an 


abdominal in¢ision, performed an esophago- 
gastrostomy, and achieved success. 

Torek is remembered for his early success 
in resecting a thoracic esophageal carcinoma. 


His operation was executed in 1913. The 
tumor was removed, a gastrostomy done, and 
the upper esophagus brought out as a cer- 
vical stoma. The patient survived eleyen 
years, dying at 80 with pneumonia. ‘Torek’s 
success was not repeated until Car] Eggers 
used his technique in 1924. Lilienthe!, com- 
menting on the Torek procedure in 1925, 
stated: “I have six times performed this 
operation, and in one case convalescence 
seemed assured, when on the seventh day the 
patient, a man fifty-three vears of age, died 
of pneumonia. In no other cases have my 
patients lived more than six days. Appar- 
ently discouraged by so many failures one 
does not hear so often of cases in which 
Torek’s operation has been attempted.” 
The relief of esophageal obstruction pcr se, 
whether due to tumor or benign stricture, 
claimed the attention of many early investi- 
gators. In 1894, H. Bircher attempted to 
circumvent a carcinoma-obstructed esopha- 
gus by constructing a tube of skin on the 
anterior surface of the thorax. Unfortunate- 
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ly, his patient died of pulmonary embolism 
before the procedure could be completed. Ten 
years later Wullstein advocated mobilization 
of a jejunal loop as a means of reestablish- 
ing esophageal continuity. Roux, using a 
modification of Wullstein’s technique in 
1908, may be credited with the first success- 
ful reanastomosis of this kind. His patient 
was a child suffering with a benign stricture. 
Beck in 1905, and Hirsh in 1911 suggested 
that a gastric tube might be formed from an 
anterior flap of stomach. Jianu made similar 
recommendations in 1912. Kelling used 
transverse colon in 1911, and succeeded in 
mobilizing it through an antethoracic sub- 
cutanecus tunnel to the level of the nipple. 
However, before he could devise a skin tube 
to fill the breech between it and a cervical 
esophageal stoma, the patient died of his 
cancer. 

Fink, in 1912, was the first to use the 
mobilized stomach as an esophageal substi- 
tute. He divided the stomach at the duo- 
denum and freed its attachments up to the 
cardia. The viscus was then reversed and 
drawn into a subcutaneous antethoracic tun- 
nel, a gastroenterostomy serving to main- 
tain an intestinal connection. A skin tube 
joined the mobilized stomach to a cervical 
stoma. The patient could swallow, but died 
within a few days from perforation of the 
carcinoma at the cardiac end of the stomach. 
Kirschner (1920) succeeded in stretching the 
stomach sufficiently to reach the neck! This 
feat he managed by severing its attachments 
along both lesser and greater curvatures, 
leaving it attached only at the pylorus. 

The recent advent of chemotherapy, con- 
trolled insufflation anesthesia, and a refine- 
ment of methods for combatting shock have 
made it possible for surgeons to modify and 
improve the techniques heretofore set forth, 
and to perform deliberate intrathoracic ma- 
neuvers formerly considered impossible. To 
Adams and Phemister belongs the credit for 
the first successful transthoracic esophago- 
gastrostomy, performed in 1938. They 
pointed the way, after Wendel’s early fail- 
ure, to the most satisfactory method so far 
discovered of restoring anatomic continuity 
after the removal of an esophageal tumor— 
a method which spares the patient the dan- 
ger, inconvenience, and pain incident to 
lengthy extrathoracic reconstructive proced- 
ures. 

Garlock, Clark, Ochsner, and many others, 
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following in the footsteps of Fink and 
Kirschner, have redemonstrated the feasi- 
bility of mobilizing the stomach into the 
thorax to complete anastomoses at higher 
and higher levels. With the versatility of the 
procedure increased, not only can higher- 
lving lesions be resected, but more radical 
excision of tumor-bearing tissue becomes 
possible. Even lesions lying between the 
aortic arch and the superior thoracic hiatus, 
heretofore considered inaccessible, need not 
be viewed as hopeless, since Wells, in 1944, 
was able to reestablish esophageal continuity 
after removing a tumor at this level. Only 
recently (1947) Sweet reported 50 cases of 
high thoracic esophageal resection and 
esophagogastrostomy, with a survival rate 
of 79 per cent. Such figures speak eloquently 
for the progress made within the last decade, 
and contrast sharply with the valiant but 
almost hopeless beginnings made a_ half 
century ago. 

Tubes of gut and skin are less popular 
than they were a few years ago, although 
the Russian worker, Yudin, reported eighty- 
eight completed artificial esophagi in 1944. 

The successful surgical management of 
tracheo-esophageal fistula has become a prac- 
tical reality only within recent vears. Ladd, 
in 1944, pointed out that some infants with 
this condition could be salvaged by closing 
the fistula and creating gastric and esopha- 
geal stomas. Haight, in the same year, per- 
formed the first successful reanastomosis of 
the esophagus after closing the fistula. 

Esophageal diverticula were early recog- 
nized as a cause of esophageal obstruction. 
Ludlow, in 1764, described a preternatural 
pocket in the pharynx of a patient coming 
to autopsy. In 1816, Bell defined the cause 
of its occurrence as distention of the pharynx 
produced by ineffectual attempts to swallow, 
with resultant protrusion of the inner coats 
of the pharynx through hypertrophied 
bundles of the inferior constrictor pharyngis 
muscle. Nicoladoni operated successfully in 
1877 by emptying the sac through a fistula 
in the neck. Within the next seven years 
Niehans von Bergmann and Kocher reported 
successes. The early operations were in one 
stage, and other surgeons were not as suc- 
cessful as Kocher and von Bergmann, for 
their patients succumbed to infection. The 
surgical management of esophageal diverti- 
cula, therefore, fell into disrepute until Gold- 
mann, in 1909, devised a two-stage proced- 
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ure that reduced the incidence of fatal post- 
operative infection. Improvements in the 
two-stage operation were made by Murphy 
in 1916, Judd in 1918, and Lahey in 1933. 
Now, thanks partly to chemotherapy, the 
excision of an esophageal diverticulum is a 
relatively safe procedure. 

Achalasia, as a cause for serious or fatal 
esophageal obstruction, has responded best to 
non-surgical dilatation, thanks to Russell’s 
brilliant work in 1898 and Plummer’s sub- 
sequent contributions after 1908. An occa- 
sional case does require surgery, however, 
and the best results have been reported since 
1938, when Womack described a surgical ap- 
proach not unlike the Finney operation for 
pyloric obstruction. The removal of ribbon- 
like strips of esophagus by Jaffie in 1907, 
digital dilatation through a hole in the 
stomach by Mikuliez in 1899, esophagogas- 
trostomy around the obstructed area by 
Heyrovsky in 1910, and incision of the spas- 
tic muscle by Heller in 1913 were all more 
or less clumsy early attempts to deal with 
the problem. 

Thanks to the progress which has been 
made since the subject of esophageal surgery 
was introduced, less than a century ago, the 
problem of esophageal obstruction is no 
longer insoluble. Resection for cancer and 
for stricture, reconstruction where defects 
are made or left, repair of diverticula, and 
dilatation for obstruction due to cardiospasm 
are now accomplished facts. The most des- 
perate problem in this field continues to be 
that of carcinoma. Until we learn the means 
of its prevention or the method of its non- 
surgical cure, we must learn to recognize the 
lesion earlier and to remove it more com- 
pletely. 


WARNER LEE WELLS, M.D. 
Raleigh 


Let us not be complacent in the satisfaction that 
the statements we tender our patients at the end 
of the month generally represent excellent value 
received because we know the tojl and the concern 
which have gone into our ministrations. The patient 
has been told repeatedly by certain groups who take 
pains to get into public print that he is being 
cheated. Now he is beginning to believe it. (Why 
shouldn’t he? No doctor has ever told him anything 
to the contrary!) And let us not be too gratified by 
the fact that we recognize today’s superior medical 
service is possible only because the American pro- 
cedure is established upon the bedrock of scholarli- 
ness, integrity and sound achievement. How we feel 
about our profession is important, but how the public 
feels about it is of even greater significance.—A. F. 
Cardle: The New Look in Medicine, Minnesota Med. 
31:858 (Aug.) 1948. 
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THE A. M. A. ASSESSMENT 

At the Interim Session in St. Louis, the 
House of Delegates voted unanimously to 
assess the members of the American Medical 
Association $25 each, in order to provide 
funds to educate the public as to the advan- 
tages of our present system of medical prac- 
tice, and of voluntary sickness insurance, 
over compulsory government insurance. The 
first reaction on the part of many doctors 
was to question the wisdom of this move, 
and even to resent it. This reaction is now 
giving way under the shock of realizing that 
the threat of having a layman as our com- 
missar of health is a very real one. Twenty- 
five dollars is a small sum for an individual 
to contribute in the fight to preserve for our 
profession, and—far more important — for 
our patients and the public, the measure of 
liberty that is still ours. 

Mr. Ewing and his allies say that not half 
the members of the American Medical Asso- 
ciation will pay their assessment. It may be 
that they are right, for the lethargy of the 
doctors has been all too apparent in the past. 
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There are, however, many signs that this 
lethargy is now being shaken off. In order 
that the public—and the Ewing camp fol- 
lowers—may have no doubt as to the position 
of American medical men on the question of 
political medicine, it is important that every 
doctor contribute his $25 as soon as possible. 

An American doctor need only read a few 
of the letters from British practitioners that 
are published in every issue of the British 
Medical Journal to realize that practicing 
medicine under government auspices is a 
nightmare. Let us not make the mistake that 
our British medical cousins did, and wait 
until compulsory health insurance has been 
actually put on our statute books before we 
protest against it. An astute business man, 
who is strongly opposed to socialized medi- 
cine, said recently in talking to a few doc- 
tors, “Your profession has more potential 
political influence than any other body of 
men in the country.” Let us see that this 
potential influence is used for all that it is 
worth. 

Although Dr. Channing Frothingham is 
chairman of the Committee for the Nation’s 
Health—organized by Michael Davis, Ph.D. 
—he testified before the Senate Committee 
on Education and Labor that he did not know 
who organized it, and did not know a single 
member of it. Yet Dr. Frothingham recently 
issued a long press release for this left-wing 
group, attacking the A.M.A. and stating that 
the $25 assessment “is likely to precipitate 
a grass roots rebellion among the ranks of 
American doctors.” It is up to us to show 
Dr. Frothingham that he knows no more 
about the 135,000 members of the American 
Medical Association than he does about his 
own little committee. 


WELCOME TO MRS. TRENT 


The “Thumbnail Sketches” which were 
initiated by Dr. Josiah Trent have been a 
very popular feature of the JOURNAL. No 
doubt many of our readers will be glad to 
know that this department will be continued 
under the direction of Dr. Trent’s wife, Mrs. 
Mary Biddle Trent. She shared her hus- 
band’s interest in medical history and was 
familiar with his plans for the coming year. 
In carrying on the department, with the help 
of contributors from within and without the 
state, she is bringing to the JOURNAL the 
same unselfish and intelligent interest that 
had been so generously given by her husband. 
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DO BRITONS LIKE THEIR NEW 
MEDICAL PLAN? 


A recent issue of the Greensboro Daily 
News carried a feature article by its London 
correspondent under the three-column head- 
ing, “Britons Like New Medical Plan.’ 
The correspondent attempts to show that the 
scheme is “a magnificent success,” but the 
three case reports he selects are anything 
but convincing. The first is that of Mrs. 
Baxter, a widow “who sustained a slight in- 
jury to her leg while on war work.” For two 
years she had had such treatments as she 
could afford, but the leg had not healed. Now 
she is securing penicillin, which she could 
not afford before. Penicillin may be more 
effective for British leg ulcers than for 
American ones—but it is highly probable 
that Mrs. Baxter will have to have something 
done to her varicose veins before her ulcer 
will heal, even with penicillin. 

The second case is that of a once well-to- 
do lady who now has to work for her living. 
“Miss Arden has tonsilitis . .. Last week she 
waited several hours on two days at the local 
hospital, was examined in less than 10 min- 
utes, and was then told there wasn’t a bed 
for her in the hospital for six months.” It is 
rather easy to read between the lines the 
correspondent’s approval of the cavalier 
treatment given this lady who had once 
known better days. 

The third case is that of a woman whose 
teeth, “like most people’s in Britain, are 
pretty bad.” She is having a great deal of 
dental work done at government expense, 
and, in the words of the correspondent, is 
“bewildered by it all.” 

The “free”? nature of the scheme is em- 
phasized by the correspondent. “Every work- 
er pays one dollar a week (out of approxi- 
mately $25 to $30, an average working 
wage), and the employer pays a dollar and 
a half for every employee.” It is difficult to 
see how compulsory insurance which costs 
$1380 a year could be referred to, even 
euphemistically, as free. For this assess- 
ment, it would appear that the doctor should 
be fairly well paid; but our correspondent 
continues, “A doctor receives $3.50 a year 
from the state for every patient who signs 
up with him. For this small sum he must be 


1, Medicine’s Public Relations, Editorial, North Carolina M, J. 
(Dee.) 1948. 
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available to give his best medical skill and 
knowledge for one year for each patient.” 

In contrast to the Greensboro News, the 
London Daily Mail says that the new Health 
Service “is menaced by the humbug .. . the 
man or woman who needlessly wastes the 
overworked doctor’s time and steals his... 
ministrations away from the sick and suffer- 
ing.” The Daily Mail writer—not a physi- 
cian—tells of a young Essex doctor who “at 
his morning session, . . . supposed to last two 
hours, .. . often has over 60 patients ... In 
a day he frequently deals with a total of 
about 120 callers at morning and evening 
surgeries—and has to find time in between 
to call on 25 or 30 patients who are too ill, 
or say they are too ill, to leave home. An- 
other doctor ... sometimes has a queue 
through his home and garden and out into 
the street.’ 

Divergence of opinions concerning the 
British medical plan is not confined to lay 
writers. A minority organization of medical 
men in our own country, the Committee for 
the Nation’s Health (organized by Michael 
M. Davis, with Dr. Channing Frothingham 
as chairman), says that the British Medical 
Association (BMA) in April, 1948, declared: 
“The Doctors ... approve of the bulk of the 
present Act.” 

It is hard to imagine where Dr. Frothing- 
ham and his committee got the idea that the 
BMA favors the present National Health In- 
surance. Certainly they did not get it from 
reading the British Medical Journal for the 
past year or more. This journal, the official 
organ of the BMA, comes as an exchange to 
the office of the NorTH CAROLINA MEDICAL 
JOURNAL, and all issues have been scrutin- 
ized carefully since the National Health In- 
surance scheme appeared as “a little cloud 
out of the sea, like a man’s hand.” Except 
for a very few letters and articles by British 
counterparts of Drs. Frothingham, Boas, 
Peters and company, opposition to the act 
has been stressed over and over. Even since 
the act has been in force, the criticism of 
it continues. 

The British Medical Journal for November 
6, for example, in recording the proceedings 
of the Council for October 27 (three months 
after the Act became effective) stated (p. 


2. J. South Carolina M. A. 44:886 (Oct.) 1948, 
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158 of the Supplement) “that a subcommit- 
tee had been appointed to prepare a case for 
improvement in the remuneration of general 
medical practitioners.” Another complaint 
concerned “the provision of medicines and 
appliances for patients treated privately .. . 
The Ministry ... considered that no work- 
able arrangement could be made whereby . .. 
medicines were available for private patients 
to whom the cost would mean hardship. Dr. 
Hale-White said that if this position were 
accepted the Association would be condoning 
the Minister’s action in wriggling out of his 
promise, and would also be going back on its 
own promise to help the general practitioner 
who was in private practice. Obviously 
many people were able to afford a private 
fee to the doctor but not the continuing cost 
of expensive drugs. The Minister had de- 
clared in Parliament that people could teke 
the whole or any part of the Service.” 

On page 160 we learn that “The British 
Medical Association is gravely disturbed by 
reports reaching it from all parts of the 
country of the effects of the new Health 
Service on the work and income of doctors”; 
and again, “The Association is seriously con- 
cerned at the present financial position of 
many members, both senior and junior, of 
hospital staffs ... The Ministry of Health’s 
statement that present salaries are merely 
a payment on account is no consolation to a 
specialist or an ex-Service married house- 
physician who is rapidly getting into debt.” 

Page 161 has a section devoted to “Urgent 
Problems of Specialists.””, One problem is 
headed “The gross inadequacy of the mileage 
allowance.” Another, “The unsatisfactory 
position of medical superintendents,” says 
that “Evidence continues to be received that 
the authority and status of medical suner- 
intendents are being deliberately under- 
mined.” 


In the “Correspondence” department of 
the Supplement there are twenty-three let- 


ters from doctors. Every single one is se- 
verely critical of the new Health Service. 

Could it be that the Greenshoro News cor- 
respondent and the Committee for the Na- 


tion’s Health have been misinformed about 
the Britons’ reaction to their new Health 


Service? 
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MORE ABOUT THE NATION’S HEALTH 


On page 38 of this issue will be found a 
letter from the Rural Health Committee of 
the Medical Society of the State of North 
Carolina concerning the editorial on “The 
Nation’s Health,” which appeared in the 
NortH CAROLINA MEDICAL JOURNAL for Oc- 
tober. Even though this letter is one of criti- 
cism, it is welcome. Readers of the JOURNAL 
are always invited to express their differ- 
ences of opinion freely. 

The editor of the JOURNAL shares respon- 
sibility for the editorial with Dr. Marjorie 
Shearon, whose statements were quoted from 
her publication, American Medicine and the 
Political Scene. Dr. Shearon is a research 
analyst who is and for many years has been 
a close student of the movement for compul- 
sory health insurance. She has lived in 
Washington for a long time and knows well 
the principals in the great struggle to force 
political medicine upon the country. 

The editorial on “The Nation’s Health” 
was written in an effort to call attention to 
the imminent threat to the private practice 
of medicine implied in Federal Security Ad- 
ministrator Oscar Ewing’s report to the 
President. It was written under pressure, 
for the report was received just before the 
JOURNAL went to press. It was, however, 
based upon more than sixteen years’ con- 
stant study of the question of medical care 
in its economie and political aspects. It was 
written more from the national than from 
the state level, and with no intention of re- 
flecting upon the members of the Rural 
Health Committee or upon the excellent work 
their committee has been doing. Their state- 
ment that they investigated the individual 
who is to assist in the development of county 
health councils in the state is gladly accepted 
at face value. 

Certainly no reflection upon the character. 
ability, or integrity of Dr. Luey Morgan was 
intended. It is natural to assume that her 
previous association with Dr. Mayhew 
Derryberry in the United States Public 
Health Service would tend to make her look 
with favor upon compulsory health insur- 
ance. In the hearings before the Subcom- 


mittee on Publicity and Propaganda of the 
Committee on Expenditures in the Executive 


Department (better known as the Harness 
Committee), Dr. Derryberry admitted that 


he was an active participant in the forma- 
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tion and operation of the “health workshops” 
which were the mainsprings of the propa- 
ganda behind the last Wagner-Murray- 
Dingell bill”). Dr. Derryberry testified that 
for nine years he had been “Health Educa- 
tor in the Public Health Service.” It is hard 
to believe that he would urge his students 
and associates to support the present system 
of medical practice, and to create a demand 
for voluntary rather than compulsory health 
insurance. 

Thanks to the far seeing vision of the late 
beloved Dr. Isaac Manning, and to the later 
efforts of some of his former students and 
others who had come under his influence. 
there is probably less demand for national 
health insurance in North Carolina tian in 
most other states. That fact should not, how- 
ever, make us blind to the danger that Con- 
gress may inflict upon the medical profession 
of this country the same shackles that the 
Labor government has forced upon the dec- 
tors in Britain. 

Dr. Herman Hilleboe, Assistant Surgeon 
in the Public Health Service, testified under 
oath that “it is the feeling of the Public 
Health Service that the President’s program 
{of compulsory health insurance] should be 
followed . . . We would naturally give em- 
phasis to that because we are in Government. 
Otherwise, we should get out of Govern- 
ment.’’?) 

North Carolina is unusually fortunate in 
having had such wise leadership in meeting 
her rural health problems, and it is gratify- 
ing to know that the health educators in this 
state have been selected with care. Continued 
care in their selection and supervision is 
earnestly besought. Those who have followed 
the movement for the nationalization of med- 
icine over the past sixteen years have every 
reason to fear that many, if not most, of the 
2.800 health educators asked for by Mr. 
Ewing as part of his ten-year program 
would, like Dr. Hilleboe, feel that they were 
“in Government,” and would do their bit “‘to 
assure the success of the national pro- 
gram.’ 


Without underestimating the importance 


1. (a) Hearings before the Subcommittee on Publicity and 
Propaganda of the Committee on Expenditures in’ the 
Executive Department, pp. 1-82: (b) “The Unauthorized 
and Illegal Expenditures of Public Moneys.” Editorial, 
North Carolina M.J, 8:450 (Aug.) 1947. 

2, Hearings before the Subcommittee on Publicity and Propa- 
ganda of the Committee on Expenditures in the Executive 
Department, p. 33. 

. Ewing, Oscar: The Nation’s Health, Washington, Federal 
Security Administration, 1948, p. 
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of lay health educators, let us not forget that 
the word “doctor” originally meant ‘‘teach- 
er,” and that one of the chief functions of 
the medical man is that of teaching his pa- 
tients the fundamentals of health. Let us 
remember, too, that the family doctor has 
an opportunity to teach the public much 
about the facts of political life. 
* * & 


“A NOVEL IDEA” 


Dr. George Lull, secretary of the Ameri- 
can Medical Association, devotes the entire 
first page of his “Secretary’s Letter” for 
January 10 to what he calls “a novel idea 


... to keep congressmen ... informed about 


the dangers of socialized medicine.” This 
idea has been tried by Dr. George T. Harrell, 
head of the Department of Internal Medicine 
of the Bowman Gray School of Medicine. 
Dr. Harrell arranged a dinner 


“te which he invited one congressman and a small 
group of carefully selected students, house officers, 
faculty members, town physicians and a representa- 
tive of the public ... No vested interests were rep- 
resented .., 

“*We leaned over backwards to prevent the group 
from being packed or slanted,’ Dr. Harrell said, add- 
ing: ‘None of the people were briefed in advance on 
what they should say. They were invited to come and 
express freely their own opinions, but they had to 
back them up with facts because it was explained 
that we were after information which the congress- 
man could use to make up his own mind.’ 


“Then, after a steak dinner, the group retired to 


a smoking room, ‘and went at it hammer and tongs.’ 
The informal discussion lasted until after midnight. 


“‘T believe,’ Dr, Harrell said, ‘that the group was 


convinced that compulsory sickness insurance would 
simply be the opening in the tent which would allow 


the camel to get his nose in...’ 


“Dr. Harrell said that from ‘the apparent success 
of our meeting, it would appear to me that we could 
accomplish a great deal in a very short period of 
time if some similar approach were made in each 
congressional district throughout the country. All 
shades of opinion would have to be represented 
and an attempt honestly made to get out the facts 
and opinion by people whom the local legislator 


trusts.’” 

While no one plan is applicable to all parts 
of the state, Dr. Harrell’s approach to the 
problem should be effective in many locali- 
ties. Whatever methods are used, informa- 
tion about the dangers of the proposed na- 
tional insurance act must be disseminated as 
quickly and widely as possible. Only prompt 
and decisive action on the part of individual 
doctors can prevent the bill from being en- 
acted into law. 


Committees and Organizations 


COMMITTEE ON INDUSTRIAL 


HEALTH 


The Committee on Industrial Health of 
the State Medical Society takes pleasure in 
presenting for publication the following 
article by Dr. Harold R. Hennessy, of the 
American Medical Association, who has a 
wide experience in the organization of medi- 
cal service to industry and the relationships 
between industry, labor, and medicine. 

C. B. Davis, M.D. 
HuGH A, MATTHEWS, M.D. 
HARRY WINKLER, M.D., Chairman 
* 
THE ESSENTIAL ELEMENTS OF A 
DEPENDABLE HEALTH SERVICE 
IN INDUSTRY 


HAROLD R. HENNEssY, M.D. 
American Medical Association 


CHICAGO 


Physicians, industrialists, community lead- 
ers, labor organizations, governmental and 
other recognized agencies concerned with the 
conservation and maintenance of the health 
of industrial workers stand among the prin- 
cipal benefactors of that large proportion of 
our population which earns a living in our 
economic and manufacturing world. Theirs 
have been contributions of incalculable value 
to the prolongation of the lives of industrial 
workers and to the advancement of comfort 
and peace of mind of our workers both with- 
in and without the industrial plant. 

Leadership in the rise and growth of the 
industrial health concept has been one of 
evolution. However, the physician has played 
a leading role. Therefore, it is indeed fitting 
that in these days of extreme industrializa- 
tion attention should be focused on industrial 
health and occupational medicine, so that 
this great land will reap undreamed advan- 
tages to be derived from industrial applica- 
tions of scientific discoveries. 

The general public has come to expect 
much from the medical profession. There- 
fore, it is appropriate that the science and 
arts of medicine in industry reaffirm its aims 
and objectives. 

In the story of the rise and growth of in- 
dustrial health there have been, over the 
vears, a number of agencies in the American 
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Medical Association which have made many 
contributions to the field of industrial health. 
Interest has not in any sense been limited to 
discussions of clinical medicine and surgery. 
It has extended broadly into the related fields 
of medical economics, public relations and so- 
cial legislation. Reviewing the records, there 
have been studies in rehabilitation and re- 
employment of the handicapped, in problems 
of ventilation, air conditioning, noise con- 
trol, fatigue, women in industry, overcrowd- 
ing, mental and personal hygiene, and a host 
of other problems. During the past decade, 
a single agency in the structure of the Amer- 
ican Medical Association has given its sole 
interest to industrial health and occupational 
medicine. The Council on Industrial Health, 
while one of the youngest of the standing 
committees, has made remarkable progress. 

One of the principal activities of the Coun- 
cil on Industrial Health has been the clari- 
fication of industrial health objectives and 
their integration into the pattern of com- 
munity health service. Out of this endeavor 
has developed a formula for local industrial 
health organizations. The essential elements 
of this service are as follows: 

1. A competent physician who takes gen- 

uine interest in applying the principles 
of preventive medicine, dentistry, sur- 
gery, and hygiene to employed groups, 
and who is willing to devote regular 
hours to such service in the working 
environment. 
Industrial nurses with proper prepa- 
ration, acting under the physician’s 
immediate supervision or under stand- 
ing orders developed by him or by the 
committee on industrial health of the 
county medical society. 

3. Industrial hygiene service directed at 
improvement of working environment 
and control of all unhealthful expos- 
ures, to be provided by physicians and 
other recognized agencies with guid- 
ance and assistance from the special- 
ized personnel in state and local bu- 
reaus of industrial hygiene. 

4. A health program which should in- 
clude: 

a. Prompt and dependable first aid, 
emergency and subsequent medical 
and surgical care of all industrially 
induced disability. 

b. Health conservation of employees 
through physical supervision and 
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health education. 
Close correlation with family physi- 


cians, dentists and other community 
health agencies for early and 
proper management of nonoccupa- 
tional sickness and injury. 

Good records of all causes of ab- 
sence from work as a guide to the 
establishment of preventive meas- 
ures. 

The Council on Industrial Health of the 
American Medical Association is actively 
engaged in furthering the work of commit- 
tees on industrial health in the state and 
county medical societies. It has been recom- 
mended that a county industrial health com- 
mittee contain representation from indus- 
trial practice, private practice, and the local 
health unit, since these are the essential 
medical groups needed to supply the service. 
Obviously, the committee should understand 
the components of adequate service and be 
prepared to adjust them to existing medical 
and public facilities and methods of com- 
munity practice. 

The committees, with local variations, 
should proceed as follows: 

1. The committee in the county society 
should request instruction from the 
committee on industrial health in the 
state medical association and from the 
state division of industrial hygiene. 
Preferably, a preliminary conference 
should be held with representatives of 
these two agencies to establish: 

a. The lines of relationship and _ re- 
sponsibility already existing be- 
tween government, industry, labor, 
and the medical and dental profes- 
sions. 

The principal industrial health 
problems of the community as a 
basis for remedial action. 

The proper organization and em- 
ployment of local medical and 
health facilities. 

Supplementary services which can 
be called on from sources outside 
the community itself. 

The needs of small industry should be 

particularly stressed. 

The names of all physicians now serv- 

ing or willing to serve in industry 

should be determined. These physicians 
should be invited to attend a meeting at 
which the results of the preliminary 
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conference just described can be re- 
ported and general] details of the pro- 
gram presented for discussion and 
adoption. 
Conferences should be held with other 
essential professional groups, particu- 
larly industrial or public health nurses, 
industrial hygiene engineers, and dent- 
ists, in order that dependable arrange- 
ments for services provided by these 
groups may be made. 
The county medical society committee 
should then request a conference with 
the executives or a representative com- 
mittee of the local manufacturers’ as- 
sociation, chamber of commerce, or 
both, to describe the program and to 
determine how the medical profession 
and the local health department can 
accelerate and improve production 
through appropriate health activity. 
Specifically, the following items should 
be discussed. 
a. The essentials of industrial health 
service as outlined. 
b. The health and economic benefits 
of such a service. 
c. Methods of supplying this service. 
d. Probable cost. 
Active cooperation should be secured 
from local labor organizations. Health 
education should emphasize particular- 
ly non-occupational factors which are 
of importance to the health of workers, 
oral health, nutrition, housing, proper 
use of leisure time, recreation, and 
other related activities. The committee 
representative of local labor organiza- 
tions should be requested to assume a 
considerable share of responsibility for 
the health educational aspects of the 
program, and he should meet from time 
to time with the committee on indus- 
trial health of the medical society for 
the purpose of receiving guidance and 
advice. 
The next procedure should be an open 
meeting conducted jointly by the 
county medical society and the local 
manufacturers’ association or chamber 
of commerce, to which emplovers, phy- 
sicians, dentists, representatives of la- 
bor, other professional agencies, and, 
in fact, the community at large can be 
invited. This meeting will provide 
means for promoting the program 
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throughout local industry. 

Following preliminary organization, 

the activities of the county medical so- 

ciety’s committee on industrial health 
will fall mainly under four major head- 
ings: 

a. Investigation of local causes of lost 
time in industry as a basis for nec- 
essary remedial service. 
Coordination of community indus- 
trial health facilities. 

Frequent education of the public 
about the benefits of an industrial 
health program. 

Continuous education of the medi- 
cal profession as a means of elevat- 
ing standards of industrial health 
service. 

In all other ways the committee should 

exercise that degree of initiative and 

leadership which will properly repre- 
sent medicine’s responsibilities and op- 
portunities in this important field. 


Ciba Illustrations of Anatomy and Pathology 

Soon to be issued in book form are the Ciba 
illustrations of anatomy and pathology which were 
prepared by Frank H. Netter, M.D. These full color 
drawings have been distributed to physicians for 
the last several years in portfolio form by Ciba 
Pharmaceutical Products, Inc., Summit, N. J. 

These anatomical charts have been widely ac- 
claimed in the medical profession. In many medical 
schools they are used as teaching aids and physicians 
have found them valuable in office instruction of 
patients. 

While portfolios of new drawings will be issued 
from time to time, this new book will bring together 
those that were distributed up to January 1, 1948. 

The book will measure 9% x 121! inches and con- 
tain 224 pages, showing 191 of these anatomical 
charts printed in full color. It will be sold by Ciba 
at a price to cover only the actual printing and bind- 
ing costs. 

The subjects covered in the book will be as fol- 
lows: 


Subject 

The Lungs and Chest 

Injuries to the Chest . 

The Esophagus 

The Stomach 

The Duodenum 

The Small Intestine 

The Colon . 

Injuries of the Abdomen 

The Testicle 

The Prostate 

The Male Breast 

The Female Breast 18 

The Heart and Aorta 11 

The illustrations will be printed on 80-pound gloss 

enamel paper and the book will be bound in boards 
with blue buckram covering and the title stamped 
in genuine gold on the front and spine. 
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CORRESPONDENCE 


HEALTH EDUCATORS 


December 6, 1948 
To the Editor: 

The Rural Health Committee of the North 
Carolina State Medical Society is deeply con- 
cerned over an editorial in the October 
JOURNAL of the State Medical Society en- 
titled “The Nation’s Health,” a section of 
which delivers a bitter, and entirely unjusti- 
fied attack on health educators and on the 
head of the Department of Health Education 
of the University of North Carolina. This 
committee, in cooperation with the North 
Carolina Good Health Association, has just 
employed a health educator, a student of Dr. 
Luey Morgan, a graduate of the School of 
Public Health of the University of North 
Carolina to assist in the development of 
county health councils in the rural areas of 
North Carolina. 

This project has been developed in accord- 
ance with the program and policies of the 
American Medical Association and the State 
Medica! Society for the purpose of promot- 
ing community interest, support, and partie- 
ipation in efforts to meet the health and 
medical needs of our state. 

Our investigation of this individual, and 
the association which we had with those in 
the field of health education in developing 
this local health council project, have con- 
vinced us not only that any fear that health 
educators in North Carolina are “evangelists 
for nationalization” of medicine are utterly 
baseless, but rather that this group of fifty- 
odd enthusiastic, highly trained workers, 
who are and have been for the past five vears 
promoting health through community organ- 
ization at the grass roots, constitute an in- 
valuable resource which the medical profes- 
sion should make more use of in our efforts 
to develop the informed, intelligent interest 
and support among the public generally 
which is essential if the medical and health 
problems we face today are to be solved by 
methods consistent with our democratic prin- 
ciples and our American system of private 
practice rather than by compulsory health 
insurance or some type of federal medicine. 

Such statements as made and quoted in 
the editorial, condemning directly and by 
innuendo, the baselessness of which can be 
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easily determined by just a little investiga- 
tion of the facts, cannot help but strengthen 
the conviction held by many intelligent lay- 
men who want no part of socialized medi- 
cine, but who are deeply disturbed by the 
tardiness of our profession in assuming dy- 
namic constructive leadership in solving 
problems of health and medical care, that we 
are dominated by an overweening prejudice, 
rather than by an understanding of, or con- 
cern for the broad public interest. 

We believe that the medical profession in 
North Carolina has amply demonstrated its 
understanding of, and concern for the broad 
public interest, and that we are giving intelli- 
gent, constructive leadership in the solution 
of the medical and health problems of our 
state. It is therefore doubly unfortunate that 
the official publication of our Society should 
publish a statement so obviously unfair and 
misleading, and so out of harmony with the 
demonstrated spirit of the Society. 

We feel that there should be a correction 
of this statement, and an apology to Dr. Lucy 
Morgan—the Department of Health Educa- 
tion—The School of Public Health of the 
University of North Carolina, and the fifty- 
odd health educators now employed in North 
Carolina. 

W. R. Berryhill 

Millard D. Hill 

Fred C. Hubbard, Chairman 
Rural Health Committee of the 
Medical Society of the State 
of North Carolina 


MORE ABOUT VITAL STATISTICS 


Rutherfordton, N. C. 
December 1, 1948 


To the Editor: 

I have read with interest Dr. Norton’s let- 
ter in the December issue of our NORTH 
CAROLINA MEDICAL JOURNAL regarding death 
certificates. During the past year I have 
heard a number of reports from various 
parts of Rutherford County that births and 
deaths are not now being reported. I did not 
know, however, that this condition existed 
in other counties of the state. 

Here in Rutherford County we have four- 
teen townships, and all of our doctors are 
located in three townships which are ad- 
joining. Also, we do not have good telephone 
service outside the towns; in fact, most of 
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our rural communities are not reached by 
telephones. Under the old system of having 
a local registrar in each township, registra- 
tion was quite satisfactory. At least, I 
thought this was so during the four and a 
half years I served as health officer during 
the last war. The health department of the 
district kept in touch with these local regis- 
trars and extended encouragement and _ in- 
struction. This, with the fees they received, 
made them alert in reporting vital statistics. 

Since the new system, described in para- 
graph six of Dr. Norton’s letter, has been 
introduced into the county, complaints are 
being heard that in out-of-the-way and 
mountainous places babies are being born 
and young children as well as older persons 
have died and been buried without reports 
being made or permits secured. Among the 
poor and ignorant, especially where an 
undertaker is not employed, it is too much 
trouble or too difficult and, perhaps, expen- 
sive to travel over bad roads to a telephone 
to report to the health department which is 
miles away. And all this, when it is carried 
out, causes delay and handicaps the making 
of funeral arrangements. Consequently, our 
births and deaths are not being adequately 
reported. 

In 1914, when the Vital Statistics Bureau 
was established in North Carolina, I was 
connected with the State Board of Health. 
At that time there was discussion as to 
whether it would be better to have a local 
registrar in each township or one in each 
county. I remember that the representative 
of the United States Public Health Service, 
who acted as adviser, stated that the object 
of the law was to secure reports, and that 
this could be effected only by having local 
registrars who could keep in touch with hap- 
penings in their respective townships and 
get the reports. 

In my opinion, here in Rutherford vital 
statistics registration would be markedly 
improved by reverting to the former system 
of having a local registrar in each township. 
And I have no doubt but that there are a 
number of counties, especially in the western 
part of the state, with conditions similar to 
those existing in Rutherford. To transfer 
vital statistics registration in such counties 
from local to a central registrar will cause 
a further decline in the correctness of our 
vital statistics. On the other hand, with in- 
struction and encouragement from the State 
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Board of Health, I believe the local regis- 
trars can and will do the work efficiently. 
Yours sincerely, 

B. E. WASHBURN, 


BULLETIN BOARD 


HOSPITAL SYMPOSIUM 


The Sixth Annual Medical and Surgical Sympo- 
sium of Watts Hospital will be held Wednesday and 
Thursday, February 16 and 17, in Durham. The 
headquarters for the Symposium will be at the Wash- 
ington Duke Hotel, where the various luncheons and 
dinners will be served, with the exception of the 
annual barbecue dinner, which will be held at Josh 
Turnage’s Place, Wednesday evening, February 16, 
on the Morreene Dairy Road. The entire scientific 
program, printed below, will be conducted in the 
Carolina Theater, which is approximately half a 
block from the Washington Duke Hotel. 
Wednesday, February 16 
9:30 a.m. . S. B. For- 
bus, Director of Watts Hospital, and Mr. George 
Watts Hill, Chairman of the Board of Trustees 
of Watts Hospital. 
a.m.—“The National Heart Institute and the Na- 
tional Advisory Council”—Paul D. White, M.D., 
Executive Director, National Advisory Heart 
Council and Chief Adviser, National Heart In- 
stitute, Massachusetts General Hospital, Boston. 
11 a.m.—Clinico-Pathological Conference — Carl V. 

Weller, M.D., Professor of Pathology, University 

of Michigan, Pathologist, University of Michigan 

Hospital, Ann Arbor; and Sibley Hoobler, M.D., 

Associate Professor ‘of Internal Medicine, Uni- 

versity of Michigan, Ann Arbor. 

2 p.m.—"“The Management of the More Difficult 
Cases of Diabetes Complicating Pregnancy”— 
Priscilla White, M.D., Physician, New England 
Deaconess Hospital, Boston. 

3 p.m.—“‘Modern Trends in Diabetes” — Henry T. 
Ricketts, M.D., Associate Professor of Medicine, 
University of Chicago, 

4 p.m.—“‘The Spleen and Hypersplenism’”—William 
Dameshek, M.D., Tufts College Medical School, 
and Hematologist, Pratt Diagnostic Hospital, 
Boston. 

8 p.m.—Panel Discussion on Cardiovascular Disease 
—Paul D. White, M.D., Chairman. 

“Rheumatic Heart Disease”—William B. Porter, 
M.D., Professor of Medicine, Medical College of 
Virginia, Richmond. 

“Hypertensive Heart Disease’—Edward S. Or- 
gain, M.D., Associate Professor of Medicine, 
Duke University, Durham. 

“Cardiac Failure”’—Edwin Wood, Jr., M.D., 
fessor of the Practice of Medicine, 
of Virginia, Charlottesville. 

“Surgery of Congenital Heart Disease”—Robert 
E. Gross, M.D., Ladd Professor of Children’s 
Surgery, Harvard Medical School, Surgeon-in- 
Chief, Children and Infants Hospital, Boston. 

“Pathological Findings in Cardiac Enlargement” 
—E. T. Bell, M.D., Professor of Pathology, 
University of Minnesota, Minneapolis. 

“Coronary Heart Disease”’—Paul D. White, M.D. 
Thursday, February 17 
10 am.—“The Experimental Approach to the Treat- 
ment of Convulsive Disorders”—Houston Merritt, 


M.D. 


~ 


Pro- 
University 
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M.D., Professor of Neurology, Columbia Uni- 

versity, New York. 

a.m. — Clinico-Pathological Conference T. 

Bell, M.D., Professor of Pathology, University of 

Minnesota, Minneapolis; Henry T. Ricketts, M.D., 

Associate Professor of Medicine, University of 

Chicago; Chester M. Jones, M.D., Physician, Mas- 

sachusetts General Hospital, Boston; and Hugh 

R. Butt, M.D., Associate Professor of Medicine 

at Mayo Foundation, University of Minnesota, 

Mayo Clinic, Rochester. 

2 p.m.—“The Implications of Vascular Disease in 
Pregnancy”—R. A. Bartholomew, M.D., Clinical 
Professor of Obstetrics, Emory University School 
of Medicine, Atlanta. 

3 p.m.—“Evaluation of Current Tests for Liver 
Function”—Hugh R. Butt, M.D., Associate Pro- 
fessor of Medicine at Mayo Foundation, Univers- 
ity of Minnesota, Mayo Clinic, Rochester. 

4 pm.—“‘The Diagnosis of Rheumatoid Arthritis’ 
—Charles Short, M.D., Associate Physician, 
Massachusetts General Hospital, Boston. 

8:30 p.m.— “Nutritional Disturbances Associated 
with Anastomotic Surgery of the Gastro-Intesti- 
nal Tract”—Chester M. Jones, M.D., Physician, 
Massachusetts General Hospital, Boston. 

9:30 p.m.—‘Treatment of Coarctation of the Aorta 


1 


” 


—Robert E. Gross, M.D., Ladd Professor of Chil- 
dren’s Surgery, Harvard Medical School, Sur- 
geon-in-Chief, Children and Infants Hospital, 


Boston. 


NEWs NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Dr. Eben Alexander, Jr., has been appointed in- 
structor of surgery in charge of neurologic surgery 
at the Bowman Gray School of Medicine, and chief 
neurosurgeon of the North Carolina Baptist Hos- 
pital, He succeeds Dr. Everett O. Jeffreys, who re- 
cently resigned from the staff. Dr. Alexander is a 
graduate of the Harvard Medical School, served with 
the army for four years as neurosurgeon in this 
country and in the Pacific, was clinical assistant in 
neurosurgery at Toronto General Hospital for a 
year, and was with the brain tumor registry of the 
Yale Medical School prior to coming to Winston- 
Salem, 

* 

Dr. Richard A, Groat, associate professor of anat- 
omy and director of the department of anatomy, has 
been notified of a grant of $4,770 from the National 
Foundation for Infantile Paralysis in support of re- 
search in poliomyelitis. The grant is for one year, 
effective January 1, 1949, and is for continuation of 
work which has been supported by the Foundation 
on a previous grant since July, 1947. 

ak % * 

Dr. Roseoe L. Wall, professor of anesthesiology, 
has been named a director of the American Society 
of Anesthesiologists. 

* 

Dr. Robert L. McMillan, associate professor of 
clinical medicine, was elected president of the Win- 
ston-Salem chapter of the American Heart Associa- 
tion in an organization meeting of the chapter held 
recently, Dr. John P, Davis was named vice presi- 
dent, and Drs. S. F. Pfohl, Bennette B. Pool, and 
Fred Pegg were named as professional members of 
the board. Other officers and board members to be 
named later are laymen. 
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NEws NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


A postgraduate medical course sponsored by the 
University School of Medicine and the Extension 
Division has been arranged at Goldsboro beginning 
February 16, with the Wayne County Medical So- 
ciety as co-sponsor. The program is as follows: 
February 16: Recent Developments in the Diagnosis 

and Treatment of Cardiovascular Disease—Dr. 
William D, Stroud, Philadelphia. 
February 23: 4 p.m. Newer Developments in Clini- 
cal Hematology 
8 p.m. Hypersplenism and Splenectomy 
—Dr, Thomas Fitz-Hugh, Jr., University of 
Pennsylvania School of Medicine, Phila- 
delphia 
March 2: 4 p.m. Benign Lesions of the Breast 
8 p.m. Treatment of Gallbladder Disease 
—Dr. Nathan A. Womack, State University of 
Iowa School of Medicine, Iowa City 
March 9: 4 p.m. Developments in Pediatric Therapy 
8 p.m. 
litis 
—Dr. Charles F. McKhann, Western Reserve 
University School of Medicine, Cleveland 
March 16: 4 p.m. Hemorrhage in Obstetrics 
8 p.m. Causes and Management of Prolonged 
Labor 
—Dr. William F. Mengert, Southwestern Med- 
ical College, Dallas 
March 23: Use of Antihistamine Drugs in Medicine 
—Dr. E. A. Brown, Boston 
* * * 

A postgraduate medical course sponsored by the 
University School of Medicine and the Extension 
Division has been arranged at Wilmington begin- 
ning February 24, with the New Hanover County 
Medical Society as co-sponsor. The program is as 
follows: 

February 24: 4 p.m. Clinic 
8 p.m. Some Modern Developments in the Treat- 
ment of Diabetes 
—Dr. Henry J, John, Cleveland 
March 3: 4 p.m. Hemorrhage in Pregnancy 
8 p.m. Toxemias of Pregnancy 
—Dr. Dunean E. Reid, Harvard Medical 
School, Boston 
March 10: 4 p.m. Developments in Pediatric Therapy 
8 p.m, Meningitis—Encephalitis and Poliomye- 
litis 
—Dr. Charles F. McKhann, Western Reserve 
University School of Medicine, Cleveland 
March 17: 4 p.m.) Two lectures—Psychosomatic 
8 p.m.) Medicine 
—Dr. Kenneth E. Appel, University of Penn- 
sylvania School of Medicine, Philadelphia 
March 24: 4 p.m. Clinic 
8 p.m. Diagnosis and Management of Malig- 
nancy of the Large Bowel 
—Dr. Richard B. Cattell, The Lahey Clinic, 
Boston 
March 31: 4 p.m. Clinic: Cytological Studies in 
Early Diagnosis of Cancer 
8 p.m, Functional Bleeding in the Female 
—Dr. Andrew A, Marchetti, Georgetown Uni- 
versity School of Medicine, Washington. 

Dr. K. M. Brinkhous, professor of pathology, de- 
livered a paper on “The Platelets and Blood Preser- 
vation” at the National Conference on Blood Preser- 
vation, held at Harvard Medical School in Boston, 
January 6 to 8. 


Meningitis—Encephalitis and Poliomye- 
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The Department of Physiology has received from 
the U. S. Public Health Service a grant of $2,000 
for a blood coagulation research project. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOCL OF MEDICINE 


Announcement of Fellowships 

On July 1, 1949, there will be available several 
two-year fellowships in the Medical Department, 
Duke University School of Medicine. The stipends 
will be $2400 the first year, and $3000 the second 
year. The work, which will be under the direct super- 
vision of a senior staff man, will include the follow- 
ing: 

1. Special training in the subspecialty chosen 

2. Clinical and consultation practice with ambu- 

latory and hospitalized patients, both public 
and private 

Teaching of third and fourth year medical 
students on the wards and in the clinics 
Clinical and laboratory research 

Only those who have completed three years of 
training in internal medicine, or a satisfactory equiv- 
alent, will be eligible for these positions, which have 
been designed to prepare the candidate for the prac- 
tice of internal medicine. The following places will 
be available: 

Hematology and allergy 
Pulmonary diseases 

. Gastroenterology 

. Hypertensive cardiovascular and renal diseases 

5. Metabolic diseases 

6. Cardiology 

7. General internal medicine and therapeutics 

pers interested should write to Dr. Eugene A. 
Stead, Jr., professor of medicine, Duke University 
School of Medicine, Durham, North Carolina. 

* * * 
Announcement of a Course in Medical Mycology 

A month’s course in medical mycology, under the 
direction of Dr, Norman F. Conant, is to be offered 
at Duke University School of Medicine and Duke 
Hospital, Durham, North Carolina, during July, 1949. 
The course will be offered every day in the week, 
excent Sunday, and has been designed to insure a 
working knowledge of the human pathogenic fungi 
within the time allotted, 

Emphasis will be placed on the practical aspects 
of the laboratory as an aid in helping establish a 
diagnosis of fungus infection. Insofar as possible and 
as patients become available, methods of collecting 
materials in the clinic for study and culture will be 
stressed. Work with patients, clinical material, cul- 
tures and laboratory animals will serve as a basis 
for this course. Also, an opportunity to study patho- 
logic material, gross and microscopic, will be given 
those whose previous training would allow them to 
obtain the greatest benefit from a study of such 
material. 

The number of applicants for the course will be 
limited and the applications will be considered in the 
order in which they are received. An attempt will be 
made, however, to select students on the basis of 
their previous training and their stated need for this 
type of work. 

A fee of $50.00 will be charged for this course, 
uron the completion of which a suitable certificate 
will be awarded, Please direct inquiries to Dr. Nor- 
man F, Conant, Duke University School of Medicine, 
Durham, North Carolina. 

* * * 

Harold C. Mickey, superintendent of Duke Hos- 

pital, has tendered his resignation effective January 


| 
| 
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15, Dr. W. C. Davison, dean of the Duke University 
School of Medicine, announced recently. The Duke 
administrator will join the firm of James A. Hamil- 
ton & Associates, hospital consultants, as Eastern 
representative with offices in New York City. A 
successor has not yet been named. 

* 

Elon H. Clark, head of the department of medical 
art and illustration at Duke Hospital, has been 
granted a six months’ leave of absence to join the 
staff of the Veterans Administration in Washington, 
D. C. He will become head of the medical art and 
photographic section of the Veterans Administration. 

Mr. Clark has been at Duke Hospital for fifteen 
years, and has played a major part in the develop- 
ment of the medical illustration department. 

* * & 

Dr. Ned M. Shutkin, National Foundation for In- 
fantile Paralysis Fellow in orthopaedics at the Duke 
University School of Medicine, has been appointed 
full-time instructor in orthopaedic surgery at Yale 
University. 

* 

On November 12 Mr. Oscar R. Ewing addressed 
the student body on “National Health Insurance,” 
and on November 13 Dr. George Carrington spoke 
before the same group on “Problems of Socialized 
Medicine.” 

* * & 

Dr. W. F. H. M. Momartz of the American Uni- 
versity in Beirut is working with Dr. Hans Neurath 
as a research associate in the general field of pro- 
tein chemistry. 

* * 

Dr. E. Charles Kunkle came to Duke on August 
1, 1948, as assistant professor of medicine in charge 
of the Division of Neurology, Dr. Kunkle was at the 
New York Hospital before coming to Duke. 

Dr. John A. Segerson returned to Duke on April 
15, 1948, as instructor in medicine to work in the 
division of Neurology. Dr. Segerson was at Brooke 
General Hospital, Fort Sam Houston, Texas, while 
in the service. 

Dr. Talmage Peele, in addition to his regular 
duties in the Department of Anatomy, is teaching 
clinical neurology as an associate in the Department 
of Medicine. 

a * * 

Dr. Tihaner Oskay of Oslo, Sweden, is joining the 
virologoy group as a biochemist. Mr. Edward Eckert, 
formerly of the Massachusetts Institute of Tech- 
nology, has also recently joined the same group as 
an associate in research, 

* * * 


Dr. Frank Marion Melton came to Duke on June 
1, 1948, as associate in dermatology and syphilology. 
Dr. Melton was at the University of Pennsylvania 
Hospital before coming to Duke. 


* 


Dr. William John Dann, professor of nutrition, 
died at his home on December 5, 1948. 

Dr, Dann was born in Bath, England, November 
9, 1904. He received his B.S. degree from the Uni- 
versity of Sheffield in 1925, and the Ph.D. degree 
from Cambridge University in 1932, where he 
worked under the direction of Sir Frederick Hopkins. 

Dr. Dann had been at Duke University since 1935. 
He became a nationally recognized authority in the 
field of nutrition and the study of vitamins. He was 
a Biet Memorial Fellow at Cambridge University 
between 1933 and 1937, and was awarded the Doctor 
—— degree in 1943 by the University of Shef- 
ield. 
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For many years Dr, Dann served as an editor of 
the Journal of Nutrition and Nutrition Reviews, and 
as a member of the Institute of Nutrition. He was 
co-author of the book “The Determinations of the 
Vitamins.” At Duke University he did outstanding 
work and research on pellagra and other deficiency 
diseases, and the use of nicotinic acid in combating 
them. His death was a great loss to the University 
and to science. 


NEWS NOTES FROM THE STATE BOARD OF 
HEALTH 


The question of the treatment of drinking water 
with sodium fluoride to prevent dental caries was 
discussed at the December meeting of the State 
Board of Health, held in the office of Dr. J. W. R. 
Norton, secretary and State Health Officer. While 
the Board was not disposed to give approval without 
reservation, a resolution was passed requesting that 
municipalities contemplating the treatment of drink- 
ing water with fluoride furnish a qualified technician 
to supervise this procedure, and that such municipal- 
ities first secure approval of the State Board of 
Health; that chemical analyses of both raw and 
treated water be made daily, by a laboratory tech- 
nician approved by the Board; and that the fluorine 
content not exceed 1.5 parts per million, as estab- 
lished in the United States Public Health Service 
drinking water standards. It was also the sense of 
the Board that daily findings be submitted monthly, 
with regular plant purification reports, As a further 
means of precaution, it was suggested that, before 
entering into any program for the treatment of 
water with sodium fluoride, municipalities secure the 
approval of local medical and dental societies. 

Practically all of the dentists in private practice 
in North Carolina are now applying a 2 per cent 
solution of sodium fluoride topically to the teeth of 
their child patients, according to Dr. Ernest A. 
Branch, Director of the Division of Oral Hygiene of 
the North Carolina State Board of Health. The 
State Laboratory of Hygiene is preparing this solu- 
tion and it is being distributed to the dentists of the 
state by the Board of Health. Dr. Branch stated that, 
from the evidence now available, the topical apoli- 
cation of a 2 per cent solution of sodium fluoride 
to the teeth of children offers promise in the pre- 
vention of dental caries. 

Consideration also was given to the question of 
better sanitation, heating, and lighting in the public 
schools. Dr. Norton informed the Board that he and 
Dr. Clyde A, Erwin, State Superintendent of Public 
Instruction, already had gone into this matter and 
hoped to work out some plan whereby the improve- 
ments contemplated could be effected. 

* * * 

The death rate from tuberculosis of the lungs in 
North Carolina, in 1923, was 90.4 per 100,000 popu- 
lation. Ten years later, it had dropped to 59.1 per 
100,000 population, and by 1943 it had reached a 
low of 34.1. In 1947, the last year for which com- 
plete figures are available, the death rate from pul- 
monary tuberculosis in North Carolina had declined 
to 26.2 per 100,000 people. This reflected a drop of 
7.2 noints in just four years. 

Still greater reductions in the tuberculosis death 
rate are anticipated as the state’s case-finding pro- 
gram, which began in earnest in 1944, is still further 
expanded, In due time, the State Board of Health 
hopes to have a chest x-ray of every person in North 
Carolina 15 years of age and older. Already, more 
than 600,000 such pictures have been taken. 
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A statement from Dr. J. W. R. Norton, State 
Health Officer, concerning diabetes is quoted in part 
below: 

“From 1923 through 1927, diabetes was respon- 
sible for 9,588 deaths in North Carolina, alone, to 
say nothing of the additional thousands who died in 
other states. As a matter of fact, diabetes has killed 
an average of nearly 350 people in our state during 
these years, and I might add that last year’s total 
was the highest for any single year during the past 
quarter of a century. To be exact, 578 North Caro- 
linians died of diabetes during 1947.” 

“Public Health is dedicated to the principles of 
preventive medicine. While there may not be, at this 
time, any definite means available for the prevention 
of diabetes, I should like to emphasize the fact that 
it is controllable, and that diabetics need not give up 
hope—that, upon the advice of their private physi- 
cians, they may invariably prolong their lives. The 
question is one of education, that is, of informing 
the people, especially diabetics, of just what medical 
science can do in a matter like this. 

“We have made great strides in saving human 
life, through the application of preventive measures, 
but there is a group of diseases remaining to be 
attacked and controlled, among which is diabetes.” 


SEABOARD MEDICAL ASSOCIATION 


The Seaboard Medical Association of Virginia and 
North Carolina held its fifty-third annual meeting at 
Elizabeth City, December 7-9, 1948. North Carolina 
physicians taking part in the program were Drs. 
W. H. C. White and Zack D. Owens of Elizabeth 
City, Dr. Ernest W. Furgurson of Plymouth, and 
Dr. J. Street Brewer of Roseboro. Dr. Zack D. Owens 
of Elizabeth City is president of the Association; 
other officers and committee members from North 
Carolina include Dr, John A. Payne of Sunbury, Dr. 
T. W. Blanchard of Hobbsville, Dr. T. L. Lee of Kins- 
ton, Dr. M. A. Pittman of Wilson, Dr. G. G. Dixon, 
of Ayden, Dr. Ernest W. Furgurson of Plymouth, 
Dr. Donald B. Koonce of Wilmington, Dr. Paul F. 
Whitaker of Kinston, Dr. John Cotten Tayloe of 
Washington, and Dr. L. Everett Sawyer of Elizabeth 
City. 


SOUTHEASTERN ALLERGY ASSOCIATION 


Dr. Susan Dees of Durham was toastmistress at 
the annual banquet held during the meeting of the 
Southeastern Allergy Association in Durham on Jan- 
uary 22. Drs. Robert J. Reeves and Oscar Hansen- 
Pruss of Durham and Dr. Andrew D. Taylor of Char- 
lotte appeared on the scientific program. 


JOURNALS WANTED 


The editorial office of the NORTH CARO- 
LINA MEDICAL JOURNAL is in need of 
additional copies of the following issues of the 
JOURNAL: April and November, 1947, and 
April, 1948. Thirty cents will be paid for each 
copy of any of these issues which is received 
in good condition at the editorial office, 300 
Seuth Hawthorne Road, Winston-Salem 7, N.C. 
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CARTERET COUNTY MEDICAL SOCIETY 
MEETING 


A dinner meeting of the Carteret County Medical 
Society was held at the Morehead City hospital on 
December 15, with the hospital acting as host. This 
was a public health meeting, the chief speaker being 
Dr. J. W. R. Norton, State Health Officer. Dr. Nor- 
ton, among other things, said that he expected to 
ask the coming General Assembly for a large in- 
crease in its appropriation for public health work, 
this increase to be used chiefly in expanding local 
health services. 

Other guests at the meeting were Dr. J. F. Robert- 
son, president of the North Carolina Medical Society, 
Senators D. L. Ward and J. D. Larkins of this dis- 
trict, and the members.of the Carteret County Board 
of Health. Dr. Robertson discussed the efforts of the 
Medical Society in working out a plan to meet the 
medical and hospital needs of the low income group. 
Senators Ward and Larkins briefly discussed Dr. 
Norton’s program, expressing a sympathetic atti- 
tude, 

The local society was much pleased with the out- 
come of the meeting, feeling that they had made 
no mistake is bringing the State Health Officer, the 
local board of health, and members of the General 
Assembly into a meeting of the local medical society, 

The whole meeting had the atmosphere of a round- 
table discussion of common problems, and we be- 
lieve that if all the medical societies in this state 
would, from time to time, have similar meetings, 
they would do much to bring about a better under- 
standing between public health and private practice 
and, more important still, a better understanding 
between the medical profession and the public. The 
“iron curtain” needs to be lifted. 

Dr. J. W. Morris, president of the society, pre- 
sided. Dr. F. E. Hyde is secretary. 

Reported by Dr. N. Thomas Ennett. 


EDGECOMBE-NASH COUNTIES MEDICAL 
SOCIETY 


Dr. John A. Lineberry, health officer in Tarboro, 
has been elected to membership in the Edgecombe- 
Nash Counties Medical Society. 

The Society was entertained by the Auxiliary at 
an open house held at the home of Dr. and Mrs, J. A. 
Whitaker of Rocky Mount on December 11. 


FORSYTH COUNTY MEDICAL SOCIETY 


A dinner meeting of the Forsyth County Medical 
Society was held in Winston-Salem on December 
14, The program consisted of a symposium by local 
doctors. 

Officers elected for 1949 were Dr. George T. Har- 
rell, president; Dr. Carlton N. Adams, first vice 
president; Dr. E. C. Gilbert, second vice president; 
and Dr. Charles R. Welfare, secretary-treasurer. 


HALIFAX COUNTY MEDICAL SOCIETY 


The county health department program was dis- 
cussed by Dr. Robert F. Young, County Health 
Officer, at a dinner meeting of the Halifax County 
Medical Society, held in Roanoke Rapids on Decem- 
ber 10. 
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IREDELL-ALEXANDER COUNTIES MEDICAL 
SOCIETY 


Dr. James F. Donnelly of Winston-Salem ad- 
dressed the Iredell-Alexander Counties Medical So- 
ciety at a meeting held in Statesville on December 
14. His subject was “The Diagnosis and Treatment 


of Pelvic Cancer.’ 

Officers elected for 1949 were Dr. Leo B. Skeen 
of Mooresville, president; Dr. Paul M. Deaton of 
Statesville, vice president; and Dr. Ernest Ward of 
Statesville, secretary-treasurer. Dr. Roy Tatum of 
Taylorsville was elected as delegate to the State 
Society, with Drs. J. S. Holbrook and Ernest Ward 
as alternate delegates. Drs. T. V. Goode, III, and 
Lionel B. Shaffer of Statesville and Dr. Carl L. 
Gamba of Taylorsville were elected to membership 
in the society. 


UNION COUNTY MEDICAL SOCIETY 


The Union County Medical Society observed its 
annual ladies’ night with a banquet at the Hotel 
Monroe on December 13. The Honorable J. Ray 
Shute, mayor of Monroe, was the speaker for the 

At a business session preceding the banquet, the 
ame officers were elected for 1949: president, 
Dr, George G. Oleen; first vice president, Dr. J. H. 
Neese; second vice president, Dr. C. T. Peoples: 
secretary and treasurer, Dr. Clem Ham. Dr. W. F. 
Whitt was elected delegate to the State Medical So- 
ciety, with Dr. E. J. Williams as alternate. 


WARREN COUNTY MEDICAL SOCIETY 


Officers of the Warren County Medical Society, 
elected at a meeting held in Warrenton on December 
14, are as follows: President, Dr. F. P. Hunter; vice 
president, Dr. W. D. Rodgers; secretary-treasurer, 
Dr. H. H. Foster. Dr. G. H. Macon was named as the 
delegate to the State Medical Society, and Dr. C. H. 
Peete was elected alternate. Dr. Peete was als» 
recommended to be county physician for a period of 
two years. and Dr. W. D. Rodgers was recommende 
as a member of the County Board of Health. 


NEws NOTES 


Dr. J. Taylor Brooks and Dr, Jean Bailey Brooks 
have announced the opening of offices in Greensboro. 
Dr. Taylor Brooks will limit his practice to internal 
medicine, and Dr. Jean Brooks’s practice is limited 
to obstetrics and gynecology. 

* * * 

Dr. Roswald B. Daly has recently entered the 

general practice of medicine in Kinston. 
* * * 


Dr. Leslie M. Morris has joined the staff of the 
Gastonia Hospital as radiologist, and has opened 
offices in Gastonia for the practice of radiology. 

* * 

Drs. O. L. Miller. William M. Roberts, Harry 
Winkler and Julian E. Jacobs, of the Miller Ortho- 
paedic Clinic in Charlotte, have announced the asso- 
ciation of Dr. Tra H. Rapp and the affiliation of Dr. 
John A, Powers in the practice of orthopedic sur- 
gery. 

* & 

Dr, E. D. Peasley of Asheville has been elerted 
president of the North Carolina Pathological Society 
and chairman of the Section on Pathology of the 
Medical Society of the State of North Carolina. 
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NATIONAL CONFERENCE ON RURAL HEALTH 


The fourth annual meeting of the National Con- 
ference on Rural Health will be held at the Palmer 
House, Chicago, Friday and Saturday, February 
4 and 5, 1949. Environmental sanitation and those 
environmental factors that influence the health of 
the American farmer will be the general topics of 
the conference. Dr. W. L. Pressly of Due West, South 
Carolina, the general practitioner of the year, will 
be introduced at the luncheon meeting to be held at 
1 p.m. on February 5. 


NATIONAL CONFERENCE ON MEDICAL SERVICE 


The National Conference on Medical Service will 
be held at the Palmer House in Chicago on Sunday, 
February 6. All physicians are invited. 

The preliminary program is as follows: 

9:30 a.m.—Address of the President—E. F. Sladek, 
M.D., Traverse City, Michigan 
a.m.—Legalized Medical Research 
Medical Problems—Chris J. D. Zara- 
fonetis. M.D., University of Michiean 
Legal Problems— George Wakerlin, 
M.D., University of Illinois 
a.m.—Title to be announced—James R. Me- 
Vay. M.D., Kansas Citv, Missouri: 


9:45 


Chairman, Council on Medical Service. 
A.M.A, 


0 a.m.—Progress of the World Health Oreani- 
zation—Frank Calderone. M_D.. Director, 
American Office, World Health Organ- 
ization 
a.m.—Progress of the World Medical Associa- 
tion—Creighton Barker, M.D., Fxee- 
utive Secretarv. Connecticut State 
Medical Association 
a.m.—Medical Program of the United Mine 
Workers of America Welfare and Re- 
tirement Fund — Warren F. Draper, 
M.D., Executive Medical Director 
a.m.——Discussion Period 
p.m.—Subscription Luncheon 
p.m.—The A.M.A. puts on its Fighting Togs 
—Sneaker to be announced 
p.m.—What’s Happening in Washington This 
Week—James D. Boyle, United Public 
Health League 
p.m.—Panel Discussion on Postgraduate Edu- 
cation of the Doctor 
(a) Responsibility of Medical Schools in 
Continned Postgraduate Education 
of the Doctor—George N. Aagaard. 
Director of Postgraduate Medical 
Fducation Program, University of 
Minnesota 
Function of the State Medical So- 
ietv in Postgraduate Work—C. W. 
Smith, M.D., Harrisburg, Pennsyl- 
vania 
(c) Survey Findings on Svecialization 
in Colorado — Harold T. Goldman, 
M.D., Denver, Colorado 
p.m.—Discussion Period 
p.m.—Can Corporations Such as 
Legally Engage in the Practice 
Medicine ?—Wilbur Bailey, M.D., 
Angeles, California 
p.m.—Report of Committees and Election of 
Officers 
p.m.—Adjournment. 
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AMERICAN HEART ASSOCIATION 


Dr. Rustin McIntosh, director of the Pediatric 
Service of the Presbyterian Hospital in New York, 
has been elected 1949 chairman of the American 
Council on Rheumatic Fever of the American Heart 
Association. Dr, MeIntosh also is Carpentier Pro- 
fessor of Pediatrics at the College of Physicians and 
Surgeons, Columbia University, Mr. Lawrence Linck 
of Chicago was elected vice chairman. 

The American Council on Rheumatic Fever was 
created in 1944 to correlate the interests of various 
voluntary health organizations concerned with rheu- 
matic fever and rheumatic heart disease and to co- 
ordinate these efforts with similar activities in the 
government field. 


INSTITUTE OF LIFE INSURANCE 


The year 1948 may prove an important one in the 
history of medical science’s long and arduous inves- 
tigation of heart disease, according to a year-end 
summary issued by the Life Insurance Medical Re- 
search Fund. Financial support for heart disease re- 
search reached a new high during the year, and as 
1949 begins, more trained scientists are at work in 
the field and more research is in progress than prob- 
ably ever before, 

Although heart disease kills more men and women 
than any other disease, scientists had little financial 
support for their research in the field until three 
years ago. In 1945, the life insurance companies of 
the United States and Canada recognized the lack of 
research and set up the first private agency devoted 
entirely to research in the heart field. Each year 
since then the life insurance companies have con- 
tributed approximately $600,000 to hospitals, uni- 
versities and individual students, The total so far 
amounts to $1,900,000. 

During 1948, the funds supplied by the life in- 
surance companies began to be supplemented by 
funds from two other sources, the American Heart 
Association, supported by public contributions, and 
the U. S. Public Health Service, supported by 
government funds authorized by the new National 
Heart Act. When the programs of the Association 
and the Health Service are in full swing, the total 
money available annually from these two sources 
and from the Life Insurance Medical Research Fund 
will exceed two million dollars, not counting addi- 
tional millions to be spent in education, treatment, 
and other non-research activities. 

Heart disease research during 1949, experts think, 
will continue to center around the three most serious 
heart diseases or heart “conditions” — rheumatic 
fever, arteriosclerosis or hardening of the arteries, 
and hypertension, or high blood pressure. Study will 
also be continued on how the body’s heart and artery 
cells work and how the blood flows through the 
body as a whole and through various organs. 

Research was continued during 1948 on the effect 
of the “rice diet” in the treatment of high blood 
pressure, particularly at Duke University. Opinion 
still differs as to the value of this treatment, but 
the results are such as to require further study. 

The nature of heart disease, the Life Insurance 
Medical Fund declares, discourages any hope of 
some new and startling cure or method of preven- 
tion in the next few years. But medical knowledge 
about the disease and about how the entire cardio- 
vascular system functions, the Fund says, is in- 
creasing at a dramatic rate. 
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POSTGRADUATE COURSE IN DISEASES OF 
THE CHEST 


The Council on Postgraduate Medical Education 
of the American College of Chest Physicians and the 
Laennec Society of Philadelphia announce a Post- 
graduate Course in Diseases of the Chest to be held 
at the Warwick Hotel, Philadelphia, Pennsylvania, 
February 28 through March 5, 1949, This course will 
emphasize the recent developments in all aspects of 
diagnosis and treatment of diseases of the chest. 

The course is open to all physicians, although the 
number of registrants will be limited. Applications 
will be accepted in the order in which they are 
received, The tuition fee is $50.00. 

Application may be made through the Executive 
Offices of the American College of Chest Physicians, 
500 North Dearborn Street, Chicago 10, Illinois. 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY, INC. 

The next written examination and review of case 
histories (Part I) for all candidates will be held in 
various cities of the United States and Canada on 
Friday, February 4, 1949. 

Arrangements will be made so far as is possible 
for candidates to take the Part I examination (writ- 
ten paper and submission of case records) at places 
convenient to them. Candidates who successfully 
complete the Part I examination proceed automatic- 
ally to the Part II examination, to be held May 8 
to 14 inclusive, 1949, at the Hotel Shoreland, Chi- 
cago, Illinois. Notice of the exact time and place of 
the Part I and Part II examinations will be sent all 
candidates well in advance of the examination date. 
Closing date for reapplications for admission to the 
Part II examinations will be April 1, 1949. 

New Bulletins are now available for distribution 
upon application and give details of all changes in 
3oard requirements and yegulations made at the 
annual meeting of the Board held in Washington, 
D. C., May 16 to May 22, 1948, These relate both to 
candidates and to hospitals condueting residency 
services for training. 

Application forms and Bulletins are sent upon 
request made to American Board of Obstetrics and 
Gynecology, Inc., 1015 Highland Building, Pittsburgh 
6, Pennsylvania. 


AMERICAN PHARMACEUTICAL MANUFAC- 
TURERS’ ASSOCIATION 


A “healthy and virile pharmaceutical industry in 
the United States” is “constantly reducing costs of 
medication to the public,” according to Dr. Theodore 
G, Klumpp, president of the American Pharmaceu- 
tical Manufacturers’ Association. 

“We have demonstrated,” he said, “that this in- 
dustry can stand on its own feet and produce not 
only our nation’s requirements but the world’s re- 
quirements of important drugs without govern- 
mental help or subsidy.” 

Finally, Dr. Klumpp reviewed the current appli- 
cation of “secialized medicine” in Great Britain. “We 
have a grave responsibility to our public,” he con- 
cluded, “to do everything we can to resist the graft- 
ing of the same socialistic or communistic phil- 
osophy, if you will, into the sturdy trunk of our 
American democracy.” 

(BULLETIN BOARD CONTINUED ON PAGE 4s) 
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AUXILIARY 
NEW YEAR GREETINGS FROM THE 
PRESIDENT 

Greetings and best New Year wishes to all 
members of the Auxiliary to the Medical 
Society of the State of North Carolina, es- 
pecially to our new members in the auxili- 
aries that have recently organized. These 
auxiliaries are Burke, Halifax, Rowan- 
Davie, and Carteret. 

We all want this New Year to be a good 
one for our Auxiliary. Remembering that 
a chain is no stronger than its weakest link, 
let each member resolve to do her part to 
make ours a strong chain. Send in reports 
on time, fully and accurately made out. Keep 
yourselves informed on all medical legisla- 
tion and do your part to help with the enact- 
ment of such laws as are approved by the 
State Medical Society. I am calling on each 
Auxiliary member to feel her responsibility 
in these matters and to make this 1949 a 
successful year. 

I leave this thought with you: Take a seed 
and hold it in your hand. Within itself it is 
useless and worthless, but plant it on the 
fertile soil to be nurtured while the sun 
shines and the rains fall, and it will blossom 
forth and bear fruit. So be it with men. 

Mrs. RAYMOND THOMPSON 
Charlotte 


BOOK REVIEWS 


The Clinical Management of Varicose Veins. 
By David Woolfolk Barrow, M.D.; with a 
foreword by Arthur W. Allen, M.D. 155 
pages. Price, $5.00. New York: Paul B. 
Hoeber, Inc., 1948. 


This monograph manages to cover concisely both 
the recent and the time tested methods for the 
treatment of varicose veins and their complications. 
The pathogenesis of varicose veins, as well as the 
physiologic changes which produce the complica- 
tions, is described, The various methods of sup- 
portive therapy, injection, and operative treatment 
are included in adequate detail. Note is made of the 
contraindications to certain types of treatment, and 
the role of lumbar sympathectomy is placed in its 
proper category. Vein ligation for deep chronic ven- 
ous insufficiency is commented upon in a brief com- 
munication from Linton. Excellent illustrations are 
provided. 

The book can be highly recommended to those 
who treat varicose veins. 
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An Introduction to Gastroenterology. By 
Walter C. Alvarez, M.D., Professor of Medi- 
cine, University of Minnesota, The Mayo 
Foundation, and Senior Consultant in the 
Division of Medicine, the Mayo Clinic, Ed. 
4. 903 pages. Price, $12.50. New York: Paul 
B. Hoeber, Inc., 1948. 

The fourth edition of Dr. Alvarez’s well known 
work contains 125 more pages than did the third 
edition. The number of illustrations has been in- 
creased from 186 to 269. Much new material has 
been added, particularly to the chapters dealing with 
the innervation of the digestive apparatus and the 
effects of vagotomy. The most important omission, 
in this reviewer’s opinion, is a discussion of the pan- 
creas, Which is as important an adjunct to the gas- 
trointestinal tract as is the gallbladder, 

This edition reflects, as did its predecessors, the 
author’s ability to evaluate and correlate clinical and 
laboratery observations, and to read and assimilate 
the vast literature on the subject of gastroenterol- 
ogy. It further reflects his ability to write clearly 
and informally, and to describe vividly physiologic 
processes. The book can be recommended unreserv- 
edly as being what its name implies—an introduc- 
tion to gastroenterology, and an introduction by a 
man who is a master of his chosen field. 


Virus Diseases of Man. By C, E. van 
Rooyen, M.D., D.Sc. (Edin.), M.R.C.P. 
(Lond.), Research Member and Professor 
of Virus Intections, University of Toronto; 
and A. J. Rhodes, M.D., F.R.C.P. (Edin.), 
Research Associate and Associate Professor 
in Virus Infections, University of Toronto. 
Ed. 2, 1202 pages. Price, $22.50. New York: 
Thomas Nelson & Sons, 1948. 

This publication is the outstanding and most 
comprehensive work in the field of virus infections. 
It concerns a group of diseases occupying a major 
position in the ecology of human beings and ani- 
mals. The authors’ purpose is to provide a volume 
of reference for the laboratory worker and the 
clinician interested in this field, as well as for the 
teacher and student. 

The first section of the book consists of thirteen 
chapters concerning techniques used in the study of 
human virus diseases. The remainder of the text is 
devoted to specific infections, grouped as follows: 
diseases of the skin and mucous membranes; infec- 
tive fevers of virus origin (contagious diseases); 
arthropod-spread and “other” tropical infections 
(including Colorado tick fever, which can hardly 
be said to be “tropical”); the common cold and in- 
fluenza; virus infections of the eye; the pneumonitis- 
psittacosis-LGI group; rabies and pseudorabies; the 
poliomyelitis group; virus meningitis; diseases char- 
acterized chiefly by encephalitis, encephalomyelitis, 
or myelitis; and infective hepatitis and serum jaun- 
dice. 

Clinical descriptions are confined to the features 
of the disease in man. The subject of each chapter 
has been given what amounts to a monographic 
treatment, and numerous references are found at 
the end of each consideration of a given subject. 
Thus we note twenty-six pages of references on 
variola and vaccinia, nineteen pages on rabies, 
twenty-five pages on poliomyelitis, and sixteen on 
influenza, to mention only four examples. This ex- 
cellent documentation is evidence of the painstaking 
work necessary to produce such a critical and de- 
pendable treatise. 

Since the appearance of the first edition (1940), 
ten chapters have been rewritten and expanded and 
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several new ones have been added. [hus the book is 
very much up to date, It is perhaps unfortunate 
that there are very few illustrations, but the re- 
viewer believes that this feature will not worry 
many serious readers. 

In short, we have been handed on a silver platter 
the latest and most dependable information avail- 
able concerning a group of infectious diseases whose 
importance needs no emphasis. It seems to the re- 
viewer that the authors have achieved their purpose 
admirably, and they are to be congratulated on a 
superb product, This book is recommended without 
reservation to undergraduate and graduate students, 
to teachers and investigators, to practicing physi- 
cians, and to other workers in biological sciences, as 
the most authoritative, useful and pleasing reference 
work on the subject, 


The Healthy Hunzas. By J. 1. Rodale. 263 
pages, Price, $2.75. Emmaus, Pennsylvania: 
Rodale Press, 1948. 

The author, who is also the editor of Organic 
Gardening Magazine, writes of “the healthy Hunzas,” 
although he admittedly has “never set foot in Hunza” 
and has derived his information “from the works of 
other authors not all of whom visited this unusual 
land.” He refers to this compilation as “expert 
scientitic opinion.” The obvious factors of isolation, 
selective breeding, intermarriage and heredity, and 
the natural frugality and temper of the race are not 
even considered, The author uses the unusual health, 
vigor, and longevity of the Hunzas—a race of people 
who occupy a region on the northwestern border of 
India where Afghanistan, China, and Russia con- 
verge—to support his organic doctrine, which in es- 
sence states that a rich fertile earth depends on re- 
turning to it all animal and vegetable material. He 
states that the absence of organic farming and the 
use of chemical fertilizers and sprays disturb the 
balance of microbiologic life in the soil, producing 
plant diseases as well as a large part of our human 
ailments, 

As an argument against water contamination and 
for soil conservation and the importance of good 
soil to food and health, the book is interesting and 
provocative, Unfortunately, most readers will find 
it difficult to believe that cancer, diabetes, appendi- 
citis, and the coordination required to become an 
expert ballet dancer are entirely inherent in the 
foods we eat. A series of testimonial letters which 
the author includes de not add to the scientific value 
of the book. 


Schering Tax Guide to Physicians 

The “Schering Physicians’ Income Tax Guide,” a 
93 page compilation of essential information on the 
proper completion of federal income tax estimates 
and returns, is being distributed to the medical pro- 
fession upon request by Schering Corporation of 
Bloomfield, New Jersey. Every possible situation is 
covered clearly and concisely, from general tax re- 
turn procedure to such problems as bad debts or the 
deductibility of reading matter for the physician’s 
waiting room. 

Prepared especially for physicians by tax experts, 
Hugh J. Campbell and James B. Liberman of New 
York, the “Schering Physicians’ Income Tax Guide” 
includes charts of sample tax returns, completely 
filled in, and accompanied by lists of permissible 
deductions. The books have been prepared for com- 
plimentary distribution by the Medical Service De- 
partment of Schering Corporation, world’s largest 
manufacturer of sex hormones. 


MEMORIAM 


Inu Memoriam 


ANDREW E. BELL, M.D. 


Dr. Andrew E. Bell was born in Rowan County 
on November 18, 1867. He graduated from Erskine 
College at Due West, South Carolina, in the class of 
1887, and taught school in North Carolina and Vir- 
ginia. Later he attended medical school at the Uni- 
versity of Maryland, finishing in 1897, He began 
practice in Coddle Community of Iredell County, 
and in 1899 moved to Mooresville, where he practiced 
medicine until the time of his death. 

He was an elder in the First Presbyterian Church 
of Mooresville, a member of the Board of Directors 
and former vice president of the First National Bank 
of Mooresville, and a former chairman of the 
Mooresville School Board, He was a practicing phy- 
sician for fifty years, and at one time or another 
was identified with the many phases of the growth 
of Mooresville from a crossroads to a town of 8,000 
people. He died at his home in Mooresville on No- 
vember 24, 1948, just six days after his eighty-first 
birthday. 

* * 


ROSS SIMONTON McELWEE, M.D. 


Dr. Ross Simonton McElwee was born in States- 
ville in 1879. He attended Statesville Academy under 
the instruction of the well known Professor J. H. 
Hill, the Pharmacy College of the University of 
Maryland, and the Medical School of the University 
of Maryland, graduating in 1909. For thirty years he 
served as Iredell County physician and health officer. 

He was a member of the Iredell-Alexander Coun- 
ties Medical Society, from which he was for many 
years elected as delegate to the annual convention 
of the North Carolina Medical Society; he was a 
member of the House of Delegates of the American 
Medical Association from 1941 to 1945. He was one 
of the organizers of the Statesville Chair Company, 
and at the time of his death was a director and 
president; he was organizer and president of the 
Statesville Industrial Bank, and one of the organ- 
izers and a director of the Ross Furniture Company. 
He was a member of the Radiological Society of 
North America and a deacon in the First Presby- 
terian Church of Statesville. He died on September 
8, 1948, from carcinoma of the face. 


HERMAN L. PRICE, M.D. 


Dr. Herman L. Price was born in Monroe on No- 
vember 22, 1889, educated in the schools of Union 
County, and graduated from Charlotte Medical Col- 
lege. He practiced medicine in Luzerne County, 
Pennsylvania, in Robeson and Columbus Counties, 
North Carolina, and at Taylorsville for the past 
twenty-two years, During the war years he was one 
of the few active practicing physicians of Alexander 
County; his great effort to care for the sick was 
apparently the determining factor causing his break 
in health. 

He was co-operator of the clinic and hospital at 
Taylorsville for several years, county physician of 
Alexander County, chairman of the Taylorsville City 
School Board, a member of Lee Lodge No, 253 A.F. 
and A.M., and of the Lions Club, and chairman of 
the Board of Stewards of the Taylorsville Methodist 
Church. After being in failing health for a few 
years, he died at his home in Taylorsville on Sep- 
tember 21, 1948, of heart disease. 


BULLETIN BOARD 
(CONTINUED FROM PAGE 45) 
POSTGRADUATE CENTER FOR PSYCHOTHERAPY, 

INC. 


The Postgraduate Center for Psychotherapy, Inc., 
the training associate of the Institute for Research 
in Psychotherapy, Inc., has been granted a provi- 
sional charter from the Board of Regents of the 
New York State Educational Department. It offers 
intensive training for psychiatrists in psychotherapy 
leading to certification; also individual courses for 
general practitioners and non-psychiatric medical 
specialists in psychotherapy and psychosomatic med- 
icine. 

Clinical psychologists and psychiatric case work- 
ers are trained in methods that are within the scope 
of their education and skills, and which can con- 
tribute to an integrated program. 

The primary aim of the program is to encourage 
the development of teams of psychiatrists, psychol- 
ogists, and social workers who can organize and 
operate community psychiatric clinics. 

Further information on this program may be ob- 
tained by writing to Stephen P. Jewett, M.D., Dean, 
or to Miss Janice Hatcher, Registrar, Postgraduate 
Center for Psychotherapy, Inc., 218 East 70th Street, 
New York 21, New York. 


AMERICAN NURSES’ ASSOCIATION 


Highlights of a nurse’s career from the day she 
enters the hospital school to the day she becomes a 
registered professional nurse are dramatized in the 
new RKO-Pathe short, Girls in White, now being 
shown in movie theatres throughout the country. 

The documentary short, part of RKO-Pathe’s 
series, This is America, was made with the coopera- 
tion of the American Nurses’ Association, 


FEDERAL SECURITY AGENCY 

The Division of Mental Hygiene, Public Health 
Service, Federal Sec urity Age ney, announces the 
publication of the first of a series of current reports 
on Mental Hygiene Statistics to be designated as the 
MH-S series, The first report, issued on November 
1, 1948, is concerned with the normal capacity, the 
percentage of overcrowding, the fuli-time adminis- 
trative staffs, and expenditures for the maintenance 
of State hospitals for mental disease in 1946. The 
statistics are available by states and divisions of the 
United States. The purpose of this series is to make 
available the results of the annual survey of patients 
in mental institutions prior to the publication of a 
consolidated final report. 


VETERANS ADMINISTRATION 


A new “intensive treatment” program, aimed at 
rehabilitating the more serious types of mental pa- 
tients, is beginning to pay off for the Veterans Ad- 
ministration, 

Progress made thus far indicates a potential dis- 
charge rate of nearly 40 per cent for a class of 
mental cases previously considered probably life- 
long hospital patients, 
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More than a million and a half veterans were 
treated during the fiscal year 1948 under the “home 
town” medical program. Treatments averaged three 
per veteran, according to a VA report showing a 
total of 4,416,612 treatments by both VA staff doc- 
tors and private physicians during the year ending 
— 30, 1948. Individuals treated numbered 1,626,- 
6S 


TWENTY-FIRST ANNIVERSARY YEAR OF 
HAROFE HAIVRI 


The Hebrew Medical Journal 

With the appearance of Volume II, 1948. The 
Hebrew Medica! Journal, edited by Moses Einhorn, 
M.D., concludes its twenty-first successful year of 
publication. 

In publishing the Journal, the editors aim to meet 
the need for a medical journal written in Hebrew, 
with English summaries, thus aiding greatly in the 
advancement and development of Hebrew medical 
literature. 

For further information, communicate with the 
Editorial Office of The Hebrew _— Journal, 983 
Park Avenue, New York 28, N. 


CARE 

Two CARE seed packages containing potential 
vast harvests ot food for humans and fodder for 
livestock in Europe are announced by Executive Di- 
rector, Paul Comly French. 

Thirty-one selected varieties of vegetable seeds, 
enough to plant a garden up to 50 by 150 feet, are 
contained in the package designed for family use. 
The other, weighing 20 pounds, holds enough hybrid 
field corn seed to plant 2% acres and provide valu- 
able feed for fattening meat animals or maintaining 
a high level of production in dairy cattle. 

The new CARE packages are being offered for 
$4 each, and orders are now being received by CARE 
at 50 Broad Street, New York 4, N. Y., as well as at 
all CARE offices throughout the country, for guaran- 
teed delivery in eleven European countries, Orders 
should be sent at the earliest possible date to insure 
delivery in time for the planting seasons. 


Winthrop-Stearns Showing Schlossberg 
Medical Art 

Unusual photographic color transparencies of 
original anatomical studies by the noted medical 
artist, Leon Schlossberg, of Johns Hopkins Uni- 
versity, Baltimore, Md., have been prepared for ex- 
hibit before medical schools and societies by Win- 
throp-Stearns Inc., pharmaceutical manufacturer, 
of 170 Varick Street, New York, and Rensselaer, 
N. Y, 

The eight studies included in the collection are: 
kidney and renal pelvis and calices; head with para- 
nasal cavities; section through woman at term; 
cardiovascular failure and edema; normal heart with 
valves; brain, including visualization of the thala- 
mus, hypothalamus, and medulla oblongata; normal 
bone marrow; and pathogenesis of hypertension. 

First showing of the transparencies was as part 
of the large Winthrop-Stearns exhibit during the 
ninety-seventh annual sessions of the American Med- 
ical Association, Navy Pier, Chicago, Ill. 
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Bowel Management 
of the Irritable Colon... 


“As an aid in reestablishing a normal rhythm, the tem- 
porary use of a bland bulk-producer ... may be bene- 


ficial. ... Patients having irritable colon who believe they 
are suffering from constipation commonly use high-residue 
diets,... They may not realize that this practice is similar 
to using irritating cathartics or large enemas and often 
increases the tendency to constipation by increasing 


spasm of the colon." * 


Metamucil is “a bland bulk-producer” which gently 
initiates reflex peristalsis and movement of the 
intestinal contents. The ‘smoothage” therapy of 
Metamucil encourages a return of the normal func- 
tion of the colon without irritating the mucosa. 


METAMUCIL 


is the highly refined mucilloid of Plantago ovata 
(50%), a seed of the psyllium group, combined 
with dextrose (50%) as a dispersing agent. 


SEAR LE RESEARCH IN THE SERVICE OF MEDICINE 


*Collins, E. N.: The Diagnosis and Treatment of Irritable Colon: Physiologic, Local, 
Irritative and Psychosomatic Factors, M. Clin. North America 32:398 (March) 1948. 
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DRINK 


TRADE MARK REG. 


You trust 
its quality 


= 


Westbrook Sanatorium se 
ESTABLISHED 1911 

RICHMOND, VIRGINIA 


For the Treatment of NERVOUS and MENTAL DIS- 
ORDERS and Addictions to ALCOHOL and DRUGS 


STAFF: Jas. K. Hawt, Dept. for Men Paut V. Anperson, Dept. for Women / 
ASSOCIATES: Ernest H. Alderman, M.D., Rex Blankinship, M.D., John R. k ee 
Saunders, M.D., Thos, F, Coates, Jr., M.D. 


= 
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@ DRINK 
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Always i | 


WAS, IS and Naty 
WILL BE ag 


Dependable 


on the 


t 
Gaston Mass. 


and its maintenance 


Pil. Digitalis (“Davies, Rose) 


0.1 Gram (approx. 1% grains) 


“Physiologically Standardized 


Each pill contains 0.1 Gram (approx. 1 grs.) Powdered Digitalis, 
produced from carefully selected leaf of Digitalis purpurea, therefore of an 
activity equivalent to 1 U.S.P. XIII Digitalis Unit. 

When Pil. Digitalis (“Davies, “Rose) are dispensed on a prescription, 
the physician is assured that the patient receives digitalis in its completeness 
and obtains the full benefit of the therapy. 

Trial package and literature sent to physicians on request. 


Davies, Rose & Company, Limited 


Manufacturing Chemists, Boston 18, Massachusetts 


b21 
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Greensboro, North Carolina 


The Keeley Institute 


Offering a restful, homelike atmosphere for the professional treatment of alcoholism and restoration of patients 
to normal health conducted on the highest standards and with an outstanding record of experience for fifty- 
six years with more than 18,000 patients. 

Large club rooms, comfortable bedrooms, excellent meals, beautiful grounds and recreational facilities in a 
city of 80,000 population. .. For illustrated brochure and further information, write: 


THE KEELEY INSTITUTE P.O. BOX 29 GREENSBORO, NORTH CAROLINA 


A. F. FORTUNE, M. D., MEDICAL DIRECTOR BEN F. FORTUNE, M. D., ASSOCIATED MEDICAL DIRECTOR 


STUART CIRCLE HOSPITAL 


413-21 Stuart Circle RICHMOND, VIRGINIA 


Medicine: 


Alexander G. Brown, Jr., M.D. 


Manfred Call, III., M.D. 
M. Morris Pinckney, M.D. 


Alexander G. Brown, III., M.D. 


John D, Call, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


Orthopedics: 
Beverley B. Clary, M.D. 
Pediatrics: 
Charles P. Mangum, M.D. 
Algie S, Hurt, M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


Director: 


Surgery: 
Charles R. Robins, M.D. 
Stuart N. Michaux, M.D. 
A, Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 


Urological Surgery: 
Frank Pole, M.D. 
Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L, O. Snead, M.D. 


Hunter B. Frischkorn, Jr., M.D. 


Randal A. Boyer, M.D. 
Physiotherapy: 
Mozelle Silas, R.N., R.P.T.T. 


Bacteriology: 
Forrest Spindle 


Mabel FE. Montgomery, R.N., M.A. 
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Announcing... 


A New, Dramatic Advance In Antibiotic Therapy 


YORO- 


@ Less Frequent Allergic Manifestations 
© Unsurpassed Purity 

e 

terium tuberculosis 


Dihydrostreptomycin Merck is a new, highly 
purified antibiotic, chemically distinct from 
streptomycin, and characterized by greatly re- 
duced neurotoxicity. 


ished Antibacterial Activity against Mycobac- 


© Extremely Low Incidence of 
Vestibular Disturbances 


Allergic manifestations due to dihydrostrep- 
tomycin therapy are rare, and no local skin irri- 
tation or other allergic phenomena have been 
reported thus far among personnel who fre- 
quently handle this drug. 

Dihydrostreptomycin Merck and Strepto- 
mycin Calcium Chloride Complex Merck may 
be used interchangeably in the treatment of 
tuberculosis. 


DIHYDROSTREPTOMYCIN 


MERCK 


(supplied as the sulfate or the hydrochloride) 


MERCK & CO., Inc, 


Man facturing Chemit 


RAHWAY, N. J. 
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ELECTRONIC CARDIOGRAPH 


@ Ink-Writing, fade-proof graph. 
@ Less than !/2 gram pressure on paper. 


@ Ten switching positions. 

@ Interference eliminated 
without distortion to graph. 

@ Most i ive to at 


THE EDIN INK-WRITING CARDIOGRAPH FUL- 
FILLS ALL REQUIREMENTS FOR PRODUCING 
ACCURATE, IMMEDIATELY-READ CARDIO- 
GRAPHIC TRACINGS. 


Request a demonstration of this distin- 
guished heart-recording instrument from 
your local Edin Distributor at no obliga- 
tion to you. 


EDIN ELECTRONICS CO., Worcester 8, Mass., U.S.A. 


Authorized Sales and Service Dealers in All Principal Cities Throughout the World 5... wo. 210-12 


POWERS & ANDERSON 


Norfolk, Va. Winston-Salem, N. C. 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


A private institution for the diagnosis and treatment of nervous and 
mental disease, alcoholism and those requiring general up-building. 


J. P. King, M.D. J. K. Morrow, M.D. D. D. Chiles, M.D. T. E. Painter, M.D. 
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No milk laboratory 


in the world more modern! 


This is the new three and one-half 
million dollar Sturgis (Michigan) 
Similae Laboratory. This additional 
capacity was made necessary by your 
confidence in Similac, and your in- 
creasing use of the product in your 


infant feeding practice. 


The years of basie and clinical research 
which preceded the introduction of 


Similac, established with us a habit for 


research. And the many years of accept- 
ance which Similac has enjoyed since 
its introduction, make us fully con- 
scious that continuing research is an 
obligation. 

In our present resources to fulfill this 
obligation we take a pardonable pride. 
But our greatest pride will continue to 
be the high esteem in which Similae is 


held by Doctors everywhere. 


M & R DIETETIC LABORATORIES, INC. © COLUMBUS 16, OHIO 


ano 
MUTRITION 
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LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 
Fifteen Years of Satisfactory Service to the Medical Profession 


HERE IS A POLICY WITH NO TECHNICALITIES 


Incontestable after one year, as to origin of disability. 
No age limit, if policy is purchased before age 60. 

No house 
Non-cancellable for period during which premium is paid. 


Loss of Time: Pays $200.00 per month 
for Total Disability due to ACCIDENT LIFE 


Loss of Time: Pays $200.00 per month 
for Total Disability due to SICKNESS up to $4800.00 


Hospital or Graduate Nurse at home, 
$100.00 per month, additionally, up to 200.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 50.00 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 
RALPH GOLDEN 


REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 


222 PIEDMONT BLDG. GREENSBORO, N. C. 
F. W. SARLES, STATE MANAGER 


Founded by 


Ww. C. ASHWORTH GREENSBORO, 
M. D. 


North 
Carolina 


| 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. C. R. River, M.D., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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EDGEWOOD... 


A Distinctive Southern Sanitarium Fully Equipped for Complete 
Diagnosis and Treatment of Nervous and Mental Disorders . . . 
in an Atmosphere of Congenial Friendliness and Quiet Charm. 


Edgewood offers all approved therapeutic aids; complete 
bath departments; supervised individual physical rehabili- 
tation programs. Living accommodations are private and 
comfortable. Recreational facilities excellent. Full time 
psychiatrists, adequate nurses and psychiatric aides assure 
individual care and treatment. More detailed information 
on request. 


Psychiatrist-In-Chief Orin R. Yost, M.D. 


EDGEWOOD 


ORANGEBURG” SOUTH CAROLINA 
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A POOR 
POINT OF VIEW! 


. . . With so much going on in the world it’s a shame to 
emulate the traditional position of the ostrich... 


. . . Busy physicians, with heavy working schedules, often 
are tempted to ‘’get away from it all’’ by laying aside 
their professional journals and relaxing with the latest 
“who dunit’’ murder mystery . . . 


. . . Relaxation is fine, but too much is happening in the 
world of medical science and medical economics to re- 
main out of professional circulation for more than a short 
time... 


. . . The Journal gives you the latest information on scien- 
tific matters, news of the profession, and also what is 
new in drugs, medical appliances, and special services. 
Don’t overlook the educational value of the ads. You can 
trust their reliability, for only products accepted by 
A. M. A. councils are advertised . . . Most offer samples. * 
Write for them and in that way help us prove the point 
we often make, that . . . “North Carolina physicians read 
their state medical journal.” 


THE NORTH CAROLINA MEDICAL JOURNAL 


“See Page XXXV for Current Advertisers. 
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R: only 2 or 3 drops 


HIGHLY POTENT: 


BLAND, NON-IRRITATING: 


a distinguished nasal 
vasoconstrictor 


Prompt, complete relief from nasal congestion and 
hypersecretion usually results from only 2 or 3 drops of 
Privine hydrochloride 0.05%. Each application pro- 
vides 2 to 6 hours of nasal comfort. 


Privine is prepared in an isotonic aqueous solution buff- 
ered to a pH of 6.2 to 6.3. Artificial differences in 
osmotic pressure between solution and epithelium are 
avoided. Thus, stinging and burning usually are absent. 


Privine is generally free of systemic effect. The occa- 
sional sedative effect that may be noted in infants and 
young children is usually due to gross overdosage. 
Since there is virtually no central nervous stimulation, 
Privine may be applied before retiring with no re- 
sultant interference with restful sleep. 


Privine: 0.05% in 1-ounce dropper bottles and 1-pint bottles; 
0.1% strength reserved for office procedures, in 1-pint bottles only. 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


PRIVINE (brand of naphazoline )—Trade Mark Reg. U.S. Pat. Off. 2/1421M 
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THE TUCKER HOSPITAL 


212 West Franklin Street, Corner Madison 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. BEVERLEY R. TUCKER, Dr. Howarp R. MASTERS 
AND Dr. JAMES ASA SHIELD 


Catalog on Application 


BRAWNER’S SANITARIUM 


Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


FOR THE TREATMENT OF 


Nervous and Mental Disorders, Drug 
and Alcohol Addictions 


These thousands are 
proof of the satisfaction given by Hanger Artificial 
Limbs. Produced by long-established companies, the 
limb is a well-tried product, and the wearer is assured 
of proper service after purchase. 

High quality materials, sturdy construction, and ex- 
perienced workmanship make a dependable limb nat- 
ural in appearance, graceful in action, and generel 
in utility. Proper fit by an experienced Hanger man 
ensures the utmost comfort. 

The reputation and prestige of Hanger Limbs have 
been established in daily use for over 85 years. Today 
more people wear Hanger Artificial Limbs than those 
of any other make. 


HANGERS vines 
LIMBS 
526 Hillsboro St. 735 N. Graham St. 
Raleigh, N. C. Charlotte, N. C. 


Jas. N. BRAWNER, M.D. 
Medical Director 


ALBERT F. BRAWNER, M.D. 
Dept. for Men 


Jas. N. BRAWNER, JR., M.D. 
Dept. for Women 
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COUNCIL ACCEPTED 


: For the Failing Heart of Middle Life 


——— Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 
relief is obtained, continue with smaller doses to keep 
the patient comfortable. Theocalcin strengthens heart 


action, diminishes dyspnea and reduces edema. 


Bilhuber-Knoll Corp. Orange, N. J. _ 


APPALACHIAN HALL Asheville, North Carolina 


di is and treat t of nervous and mental disorders, alcohol and 


An institution for rest, convalescence, the 
drug habituation. 
Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, such as physiotherapy, occupational therapy. 
shock therapy, td sports, h back riding, etc. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 

For rates and further information write 


APPALACHIAN HALL, ASHEVILLE, N. C. 
WM. RAY GRIFFIN, M.D. 


M. A. GRIFFIN, M.D. 
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FOR PATIENTS WITH 


ALCOHOLIC 
PROBLEMS 


... The Farm 


A non-institutional arrange- 
ment in Howard County, 
Maryland, for the individual 
psychological rehabilitation of 
a limited number of selected 
voluntary patients with AL- 
COHOL problems—both male 
and female—under the psychi- 
atric direction of Robert V. 
Seliger, M.D. 


City office: 
2030 Park Ave. 


Baltimore, Md. 


Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 
SURGERY--Intensive Course in Surgical Technique, 
two weeks, starting January 24, February 21. 
Surgical Technique, Surgical Anatomy and Clinical 

Surgery, four weeks, starting February 7, March 7. 
Surgical Anatomy and Clinical Surgery, two weeks, 
starting February 21, March 21. 
Surgery of Colon and Rectum, one week, starting 
March 7, April 11. 
Surgical Pathology every two weeks. 
GY NECOLOGY~—Intensive Course, two weeks, starting 
February 21, March 21. 
Vaginal Approach to Pelvic Surgery, one week, start- 
ing February 14. 
OBSTETRICS Intensive Course, two weeks, starting 
March 7. 
Intensive Course, two weeks, starting 
14 


Ap 
Personal ‘Course in Gastroscopy, two weeks, starting 


March 7. 

si ri Intensive Course, four weeks, starting 
April 4. 

DERMATOLOGY- Formal Course, two weeks, starting 


April 18. 
Clinical Course every two weeks. 

= Ten Day Practical Course every two 
weeks, 

ROENTGENOLOGY Lecture and Diagnostic Course, 
two — starting the first Monday of every 
month. 

Clinical Course starting third Monday of every month. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN ALL 
oF SURGERY AND THE SPECIALTIES 


TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 


Address: Registrar, 
427 South Honore Street, Chicago 12, Illinois 


P. O. Box 1716 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


OP 


65 Haywood Street 
ASHEVILLE, North Carolina 


ACCIDENT - HOSPITAL - SICKNESS 


Telephones: 1004-1005 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
DENTISTS 


COME FROM 


$5,000.00 accidental death $8.00 


$25.00 weekly indemnity, Quarterly 
accident and sickness 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, Quarterly 
accident and sickness 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, Quarterly 
accident and sickness 
$20,000.00 $32.00 
$100.00 weekly inde Quarterly 
accident and 
ALSO Al. EXPENSE FOR MEMBERS, 
VES AND CHILDREN 


85¢ out of each $1.00 gross income used 
for members’ benefit 


$3,000,000.00 $15,000,000. 

INVESTED ASSETS PAID FOR CLAIMS 

$200,000.00 deposited be ye State of Nebraska for protection 

of our members. 

Disability need not be incurred in line of duty— 
benefits from the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 

PHYSICIANS HEALTH ASSOCIATION 
45 years under the same management 
400 FIRST NATIONAL BANK BUILDING, OMAHA 38, NEB. 


January, 1949 ADVERTISEMENTS XXXII 


HIGH...WIDE...and Council-Accepted 


TRADEMARK 


BRAND OF AMINOPEPTODRATE 


HIGH biological value — Contains all of the 
recognized essential amino acids .. . de- 


7 rived from extracted liver and beef muscle, Supplied: Bottles containing 6 oz.; 


wheat gluten, soya, yeast, casein, and I-Ib., 5-Ib., and 10-Ib. containers. 


lactalbumin. One tablespoonful t.i.d. pro- ; *New designation of Aminoids adopted as a 

vides 12 Gm. protein as hydrolysate. | condition of acceptance by the Council on 

. ; Ph y and Chemistry of the American 

ability and adaptability to a variety of on exclusive trademark of The Arlington 
vehicles assure adherence to prescribed Chemical Company. 


regimen. 


THE ARLINGTON CHEMICAL COMPANY yonkers 1, NEw york 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 

A home for permanent care of selected cases of chronic nervous and mental diseases. 

Equipped for treatment by approved methods. Billiards, tennis and other diverting amuse- 

ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


seasons. 
The three medical officers of the staff reside at the sanatorium and devote their full time 


to the care and service of the patients. 


ioaks Sanatéeriun 


| 
| 
| 
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One of America’s Fine Institutions .. . 
Dedicated to the Scientific Treatment 
of Nervous and Mental Disorders .. . 


..- Ina Setting of Inviting Friendliness and Simple Grace. 


BROOK HAVEN MANOR SANITARIOM 
STONE MOUNTAIN, GA. 


Newdigate M. Owensby, M.D., Psychiatrist-in-Chief, 


Atlanta Office, 384 Peachtree St. 


Patronixe 


4 vertisers 


WITCHWOOD — Virginia Beach, Va. 

For those who wish exclusive 
surroundings with nursing 
care. Open year ‘round at 
35th Street and Pacific Ave- 
nue, Telephone Virginia 
Beach 791. References ex- 
changed. 


Mrs. Susan Zollicoffer White, 
Owner and Manager 


Year round private home and school for 
girls and boys of any age on pleasant 150 
acre farm near Charlottesville. 


> 


Inorganic and Organic Chemicals 
Biological Stains - Solutions 
Chemical Indicators - Test Papers 


Distributed by 
Physician and Laboratory Supply Houses Hi i 
| The COLEMAN & BELL COMPANY, Inc. i i 


MANUFACTURING CHEMISTS NORWOOD, OHIO, U.S. A 


Individual training and care, expert 
teachers. Limited enrollment, amusements, 
special diets, medical care if necessary. 
Entrance made at any time. Write for 
Booklet. 


Mrs. J. Bascom Thompson, Principal 


THE THOMPSON 
HOMESTEAD SCHOOL 


Free Union, Virginia 


| 

| 

Your 
ree 


January, 1949 


ADVERTISEMENTS 


HOVE'S SAMTARIUM 


“In the Mountains of Meridian” 
Meridian, Mississippi 


Diagnosis and treatment of mild nervous 
and mental di and alcoholi 
Therapy (Insulin, Metrazol, Electro-shock) 
Other approved treatments. Morphine ad- 
dicts not accepted under any circum- 
stances. Consulting physicians. 


DR. M. J. L. HOYE 


Fellow of the 
American Psychiatric Association 
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syphilotherapy 
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3 PARKE, DAVIS 


“Therefore, more than in any other disease, it is necessary in the 
treatment of an individual patient with syphilis to follow a thera- 
peutic regimen which, after long-term study in large series of 
patients, has been established as satisfactory for the particular 


type of syphilis under consideration ”* 


long-term study 


more than a decade of clinical evaluation. 


large series of patients 


over two hundred million injections already administered. 


salisfactory 
high therapeutic effectiveness with notable safety in causing dis- 
appearance of spirochetes, healing of lesions and reversal of sero- 


positivity in a large percentage of cases. 


MAPHARSEN (oxophenarsine hydrochloride, P. D. & Co.) is supplied in 
single dose ampoules of 0.04 Gm. and 0.06 Gm., boxes of 10, and in mul- 
tiple dose ampoules of 0.6 Gm. in boxes of 10. 


*Cecil, R. A.: A Textbook of Medicine. Philadelphia, W. B. Saunders Co., 1947, p. 376. 


COMPANY- DETROIT 32, MICHIGAN 
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Can 


Happen 
Here 


EST WE FORGET~-we who are of the vita- 
L min Dera severe rickets is not vet eradi- 
cated, and moderate and mild rickets are 
still prevalent. Here is a white child, sup- Lxample of severe rickets in a sunny clime. 
posedly well fed, if judged by weight alone, 
a farm child apparently living out of doors 
a good deal. This boy was reared in a state having « latitude be- 
tween 37° and 42°, where the average amount of tall and winter 
sunshine is equal to that in the major portion of the United States. And 
vet such stigmata of rickets as gen varum and the quadratic head 
are plain evidence that rickets does occur under these conditions, 


How much more likely, then, that rickets will develop among 
citv-bred children who live under a smokepall for a large part of 
each vear. True, vitamin D is more or less routinely prescribed 
nowadays for infants. But is the antiricketic routinely admin- 
istered in the home? Does the child refuse it? Is it given in some un- 
standardized form, purchased from a false sense of economy because 
the physician did not specity the kind? 

A uniformly potent source of vitamin D such as Oleum Perco- 
morphum, administered regularly in proper dosage, can do more OLEUM PERCOMORPHUM 
than protect against the gross visible detormities of rickets. It may WITH OTHER FISH_LIVER 
prevent hidden but nonetheless serious malformations of the chest OILS AND VIOSTEROL 
and the pelvis and will aid in promoting good dentition. Because Potency, 66000 lien Aue 
the dosage is measured in drops, Oleum Percomorphum is well and 8,500 vitamin D units per 


taken and well tolerated by infants and growing children. gram. Supplied in 10 cc. and 
50 cc. bottles; and as capsules 
in bottles containing 50 and 250. 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S.A. 


rized persons 


Please enclose professional card when requesting samples of Mead Johnson products to co-operate in pretenung thew reaching unauth 
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